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DOES YOUR HOSPITAL OFFER ADEQUATE PEDIATRIC FACILITIES? 


The all new Hausted pediatric wheel stretcher is the perfect answer to the great need 
for a smaller, more adequate and versatile stretcher for the Recovery Room, Pedia- 
tric Department and general pediatric care. This unit offers many valuable accesso- 
ries usually found only on larger units, such as the crank operated height adjustment, 
trendelenburg lift, fowler attachment, conductive rubber, brake equipped casters, oxy- 
gen tank holder, intravenous attachment, extension footboard, and restraining straps. 
Hausted was the pioneer in the development of the Recovery and Emergency Room 
stretcher, now Hausted unveils the finest in a pediatric wheel stretcher which will 
prove to be a very valuable adjunct to all hospitals. 


for Literature and Prices write: 


| MANUFACTURING COMPANY 


Medina, Ohio 
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Ayerst presents 


NEW nonflammable, nonexplosive 


Brand of 


A PRECISION ANESTHETIC 


the most Significant advance 


in inhalation anesthesia 
since the introduction 


of ether | | 
offered to anesthesiologists only after 


Clinical trial in more than 20,000 cases 


“Fluothane” is of outstanding significance because: 


\ 


“Fluothane”’ providila rapid induction of anesthesia 

“Fluothane” allows rapid recovery with quick return of faculties 
“Fluothane’”’ does not increase bronchial or salivary secretion 

| “Eluothane” minimizes capillary bleeding 

“Fluothane”’ causes minimal incidence of nausea and vomiting 


“Fluothane“’ permits safe use of X-ray and electrocautery during anesthesia 


“Fluothane” is available now to anesthesiologists. Further information on this new preci- 
sion anesthetic can be obtained from the Medical Department of Ayerst Laboratories. 


~ 


to Ayerst Laboratories * New York 16, N. Y. © Montreal, Canada 


“Fluothane” is supplied in the United States by 
arrangement with Imperial Chemical Industries, Ltd. 
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Striking 


ORAL 
ILOSONE 


Litty 


QUALITY / RESEARCH / INTEGRITY 


INTRAMUSCULAR 
ERYTHROMYCIN: 
ng. 


ORAL 
ERYTHROMYCIN 


ILO SONE assures a more decisive clinical response 
in almost every common bacterial infection 


(erythromycin ester, Lilly) as the propionate 


Ilosone provides more potent, longer-last- 
*Shown by how many times the serum can be di- 


ing therapeutic levels in the serum within luted two hours after administration of the anti- 
minutes after administration. A fast, de- biotic and still inhibit identical pathogenic strains 
ae P i of bacteria. This is the Tube Dilution Technique, 
cisive response is assured in almost every which is regarded by leading authorities as the 
: . . most meaningful method of comparing different 
common bacterial infection. antibiotics. It shows not merely the level of anti- 
Usual adult dosage is one or two 250- biotic in the blood but the actual antibacterial 

mg. Pulvules® every six hours, according 1. Griffith, R. S., et al.: Antibiotic Med. & Clin. 
; inf ; imum fi Therapy, 5:609 (October), 1958. Note: Peak levels 
to peverity of ection. For optim ef with the oral erythromycin tablets (thirty-three 
fect, administer on an empty stomach. dilutions) were not observed until four hours after 
administration. 2. Data from Griffith, R. S.: Anti- 

(A 125-mg. pediatric Pulvule is also avail- biotics Annual, p. 269, 1954-1955. 


able.) In bottles of 24. 


EL! LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
932521 
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cower 


Weighing food for special diets is one of the duties undertaken by patients in 
the self help unit of the progressive patient care system used at Manchester 
(Conn.) Memorial Hospital. The five levels of progressive patient care are dis- 
cussed and examined in a symposium beginning on page 42. Photo by Edward 
Saxe. (Other picture credits on page 130.) 
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A doctor and his job oe 


he chose the drug industry 


Ask Daniel L. Shaw, Jr., M.D., about his medical career with 
Wyeth, and he will tell you that medicine is a vast domain but the 
effective care of patients is finally the only reason for doctors— 
whatever the area of practice. 


The things that make up Dr. Shaw’s life as a physician in the 
pharmaceutical industry are many, and they are all bonded to this 
idea of common purpose. Dr. Shaw sums it up by referring to the 
model exhibit shown in the picture. Its message to doctors from the 
Pharmaceutical Manufacturers’ Association is one that he helped 
create. In part, it reads: “Regardless of the scope of practice, the 
primary target is effective and safe therapy for the patient.” To 
obtain it: “Modern therapy requires a doctor on both sides of the 
prescription blank.” 


On the pharmaceutical side of the prescription, Dr. Shaw serves 
many medical fields. Like his colleagues of the Medical Division 
at Wyeth, he brings advanced training and specialized knowledge 
to problems that confront clinicians. 


He takes part in research planning, relating the needs of medical 
practice to vigorous basic investigation. He works closely with basic 
scientists on the Wyeth staff—pharmacologists, physiologists, chem- 


ists, biologists, and others—in studying the properties of new agents. 


He initiates clinical evaluations of promising drugs; and, guided by 
the findings, he advises Wyeth management on their utility. He pre- 
pares or assists in the preparation, of directions for use for each drug, 
giving the full information on use together with toxicity statements 
and contraindications. 


In the Wyeth teamwork scheme of things, he figures constantly in 
accuracy of and control of promotional practices and other 
communications to the medical profession. Dr. Shaw’s utility to 
physicians extends beyond the introduction of a drug. 

He is continuously available to help bridge the gap between basic 
knowledge and clinical practice. 


As a physician, Dr. Shaw finds full compatibility between his work 
and the Hippocratic oath. Services like his to other physicians and 
’ their patients help shape the character of medical practice. 


Philadelphia 1, Pa. 
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hashital assoctatiom meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 


1959 


Feb. 4-5—Midyear Conference of Hospital 
Association Presidents and Secretaries, 
Chicago 

Aug. 24-27—6lst annual meeting. New 
York City (Coliseum; Statler Hotel) 


1960 


Aug. 29-Sept. 1—-62nd annual meeting, San 
Francisco (Civic Auditorium) 
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MEETING AND INSTITUTE 
CALENDAR 


THROUGH JUNE 1959 


(American Hospital Association institutes 
are in BOLDFACE type. Meetings of other 
hospital associations are in LIGHTFACE 
type. Other organizations in the health 
field are shown in ITALICS.) 


JANUARY 


19-22 Nursing Inservice Program, San An- 
tonio (Hilton Hotel) 


The NEW 
DUAL 
PURPOSE 


own 


VASELINE ---- 


PETROLATUM GAUZE U 5S P. 
STERILE 


+ HERE 


Three-ply, fine-mesh 
gauze, lightly impregnated — 
for use in physician's 

office, industrial medical 
department, first oid. 


Sole Maker: 


Now supplied in: 


3”x 9" 
STRIP 


Shorter length ends waste 
on small area wounds. New Z-fold 
insures perfect graft takes. 
Guaranteed sterile at time of use. 


Gth SIZE of 
VASELINE™ 


PETROLATUM GAUZE 


1/2"x 72” 18” 
1"x 36” 36” 
9” 6"x 36” 


| 


CHESEBROUGH-POND’S INC. 
Professional Products Division | 
New York 17, N. Y. 


VASELINE is a registered trademark of Chesebrough-Pond's Inc. 


21 Comite des Hopitaux du Quebec, 
Montreal (Headquarters of the Com- 
ite des Hopitaux du Quebec) 

23 South Carolina Hospital Association, 

- Columbus (Wade-Hampton Hotel) 

23-24 Alabama Hospital Association, Mo- 
bile (Admiral Semmes Hotel) 

26-30 Nurse Anesthetists, San Francisco (St. 
Francis Hotel) 

27-30 American Protestant Hospital Asso- 
ciation, St. Louis (Jefferson Hotel) 

27-30 National Association of Methodist Hos- 
pitals and Homes, St. Louis (Jefferson 
Hotel) 


FEBRUARY 


5-7 American College of Hospital Admin- 
istrators, Congress on Administration, 
Chicago (Sherman Hotel) 

8-10 American Medical Association, Con- 
gress on Medical Education and Li- 
censure, Chicago (Palmer House) 

9-13 Hospital Purchasing, New York City 
(Statler Hotel) 

16-19 Nursing Inservice Programs, Kansas 
City, Mo. (Bellerive Hotel) 

23-27 Dietary Department Administration, 
New Orleans (YWCA) 

23-27 Nursing Service Administration, Fres- 
no, Calif. (Fresno Hacienda Motel) 


MARCH 


2-4 Hospital Safety and Insurance, To- 
ronto, Ont. (King Edward Hotel) 

4-6 Quebec Hospital Association, Mont- 
real (Windsor Hotel) - 

5-6 Georgia Hospital Association, Au- 
gusta (Bon Air Hotel) 

5-7 Louisiana Hospital Association, Baton 
Rouge (Bellemont Motor Hotel) 

9-11 Advanced Institute for Directors of 
Hospital Volunteers, Chicago (AHA 
headquarters) 

12 Wisconsin Hospital Association, Mil- 
waukee (Hotel Schroeder) 

16-19 Obstetrical Nursing Administration, St. 
Louis (Coronado Hotel) 

16-20 National Health Forum, Chicago 

17-19 National Health Council, Chicago 

23-25 New England Hospital Assembly, 
Boston (Statler Hotel) 

30-Apr. 3 Dietary-Housekeeping-Nursing 
Department Relationships, Chicago 
(AHA headquarters) 

31-April 2 Kentucky Hospital Association, 
Lexington (Phoenix Hotel) 


APRIL 


1-3 Mid-West Hospital Association, Kan- 
sas City, Mo. (Municipal Auditorium; 
President Hotel) 

6-9 Ohio Hospital Association, Colum- 
bus (Veterans Memorial Auditorium; 
Deshler-Hilton Hotel) 

6-9 American Academy of General Prac- 
tice, San Francisco 

8-10 Southeastern Hospital Conference, At- 
lanta (Atlanta-Biltmore Hotel) 

Mexico Hospital Association, 
Albuquerque (Western Skies Hotel). 

12-16 Annual Conference of Blue Cross 
Plans, Miami Beach, Fla. (Bal Harbour 
Hotel) 

13-17 Hospital Engineering, Baltimore (Lord 
Baltimore Hotel) 

16-17 Carolinas-Virginias Hospital Confer- 
ence, Roanoke, Va. (Hotel Roanoke) 

20-23 Evening and Night Nursing Service 
Administration, Buffalo, N.Y. (Lafay- 
ette Hotel) : 


(Continued on page 122) 
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TRADES MARK 


MANUFACTURERS AND DISTRIBUTORS OF HOSPITAL AND SANATORIUM EQUIPMENT AND SUPPLIES 


MILWAUKEE 12, WISCONSIN 
WILL ROSS, INC. 2.00" 


Dallas. Texas « Minneapolis. Minn. 
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e For Persons Allergic To Natural Rubber... 
ROLLPRUF Neoprene Surgical Gloves 


Hospital-green, soft-textured, non-allergenic neoprene. 
Flat-banded cuff won't roll down. Multi-size markings 


for easy sorting. \ 


1 centimeter discs of Pioneer's neoprene material 
available on request for patch test purposes. 


349 Tiffin Road; Willard, Ohio 


Pioneers in Surgical Hand Protection for 40 Years 
...and' Quixam” Neoprene 


Examination Gloves, too. 
One glove fits either hand. 
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FU RAGIN: 


brand of nitrofurazone 
VAGINAL SUPPOSITORIES 


Morbidity is greatly reduced, patient comfort increased by use 
of Furacin Vaginal Suppositories before! and after? surgery 


and electrosurgery of the vagina and cervix. These Suppositories 


‘““(1) caused more rapid healing; (2) decreased postoperative 
infection; (3) reduced the amount and odor of vaginal dis- 
charge; and (4) removed the ‘irritating’ feeling usually experi- 
enced by patients following vaginal operations.’’2 


INDICATIONS— 


Before and after: cervicovaginal surgery including hysterectomy, 


pelvic radiation, cauterization, conization and biopsy. 


SUPPLIED— 
0.3% Furacin in a water-miscible base which — at body tem- 


perature. Hermetically sealed in yellow foil, box of 12. 


1. Rogers, S. F., and Moore, J.: Texas J. M. 53:338, 1957. 2. Schwartz, J.: Am. 


J. Obst. 63:579, 1952, 


NITROFURANS: a unique class of antimicrobials . . . 
neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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“We've been using Otis Elevator 
to avoid interruptions to our 


“Our satisfaction with the excellent service provided by OTIS Elevator Maintenance 
can best be expressed by stating that we've been using it since the completion of our 
main hospital building and nurses’ home in 1925,"' says E. E. BRYAN of VANDERBILT 
UNIVERSITY School of Medicine and Hospital. ‘‘At that time we installed five OTIS 
passenger elevators which were subsequently modernized in 1956-57. 


“An addition was erected in 1938 with three OTIS passenger and one OTIS service 
elevator. A new experimental surgery building was added in 1954 with one freight elevator. 


“We've watched OTIS maintain our elevators for thirty-three years, so we know from 
experience that they are well equipped to maintain their own installations. This isn't 
surprising when you consider the fact that today OTIS maintains over 40,000 of its 
elevators. This is a record that could be built only on widespread satisfaction."’ 


A “ENGINEERED SERVICE BY THE MAKER” 


OTIS ELEVATOR COMPANY*+ 260 ELEVENTH AVENUE NEW YORK LN. Y. 
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Maintenance since 1925 
| visitor and patient services” 


E. E. BRYAN 
Head of Department 
of Buildings and Grounds 


| VANDERBILT UNIVERSITY 
including 
SCHOOL OF MEDICINE AND HOSPITAL 
NASHVILLE, TENNESSEE 


OFFICES IN 297 CITIES ACROSS THE UNITED STATES AND CANADA 


~ 
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GAMBLE 


with your fund-raising campaign! 


Ask... 


These satisfied users 


of National’s service. 


@ ST. FRANCIS HOSPITAL 

Escanaba, Michigan 
@ COMMUNITY GENERAL HOSPITAL 
Montgomery, Alabama 


Be sure of success! 
Use National’s proven assistance! 


You can obtain the capital-funds you need... quickly, ethically, 
surely! At the same time build greater acceptance and an ever- 
increasing circle of permanent support and goodwill. 


| SAN JOSE HOSPITAL 
an Jose, California 
\. Let us tell you how — without obligation. e BAPTIST HOSPITAL (2) 
\ Then investigate! Write to any or all those shown at the right, © GRAYS HARBOR COMMUNITY 
= and ask what they know about National. These are just a few vata Wedhdiaian 
of scores of hospitals we have served; additional names upon 
request. Greensboro, North Carolin 


MIAMI BAPTIST HOSPITAL 
Miami, Florida 

ST. ANTHONY HOSPITAL 

Oklahoma City, Oklahoma 


Write today ...to us and to those at the right. No cost; no 
@ ST. FRANCIS HOSPITAL 


obligation; it’s the first step to a bigger, better hospital for you. 


Burlington, lowa 

WESLEY HOSPITAL 

Wichita, Kansas 

LODI COMMUNITY HOSPITAL 
| Lodi, Ohio 


Complete details on request — write to 


I~ 


NATIONAL FUND-RAISING SERVICES, 


j 


82 Wall Street, New York 600 South Michigan, Chicago 1001 Russ Building, San Francisco. 
1616 Fulton National Bank Bidg., Atlanta e 208 Ridglea State Bank Bidg., Fort Worth \ 
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introducing He aubtons 


George Bugbee, moderator of the 


symposium on progressive patient. 


care beginning on page 42, needs 
no introduction 
to readers of 
this Journal and 
members of the 
hospital and 
medical fields. 
Prior to his ap- 
pointment as 
president of the 
Health. Infor- 
mation Founda- 
tion, New York 
City, in 1954, 
Mr. Bugbee served as executive 
director of the American Hospital 
Association for 11 years. 


MR. BUGBEE 


Faye Abdeliah, R.N., Ed.D., plays a 
twin role in participating in the 
symposium on progressive patient 

care. As chief of 

the Nursing Ed- 
ucation Branch, 

Public Health 

Service Division 

of Nursing Re- 
sources, she is 

well qualified to 
represent nurs- 
ing’s point of 
view in the dis- 
cussion. Miss 
Abdellah is cur- 
rently directing a PHS research 
project on progressive patient care. 
Miss Abdellah thus brings to this 
discussion data to support her 
views on progressive patient care. 


MISS ABDELLAH 


Oliver G. Pratt, executive director 
of the Rhode Island Hospital, Prov- 
idence, reports on the utilization 
and cost aspects 
of the medical 
and surgical in- 
tensive care unit 


in the progres- 
sive patient care 
symposium. 
In addition to 
first-hand expe- 
rience with an 
intensive care 
program, Mr. 
Pratt presents ‘tis views on pro- 
gressive patient care in the light 
of an extensive background in han- 


MR. PRATT 
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dling problems of administration 


-and nursing. Mr. Pratt served as 


chairman of the American Hospital 
Association Council on Adminis- 
trative Practice from 1953-55. He 
currently serves as a member of 
the Committee on Nursing, AHA 
Council on Professional Practice. 


Charles G. Roswell, director of hos- 
pital services for the United Hos- 
pital Fund of New York, empha- 
sizes the effect 
of progressive 
patient care on 
the patient and 
his hospital bill 
in his remarks 
in the sympo- 
sium. 

Prior to his 
present position 
at the United 
Hospital Fund 
of New York, 
Mr. Roswell served as consultant 


MR. ROSWELL 


on accounting to the fund for five 
years. He is currently technical 
consultant to the Committee on 
Accounting and Business Practices, 
AHA Council on Administrative 
Practice. 


Edward J. Thoms, administrator of 
Manchester (Conn.) Memorial 
Hospital, outlines some of the op- 
erational and 
financial aspects 
of the progres- 
sive patient care 
program in use 
at his hospital 
in the sympo- 
sium beginning 
on p. 42. Mr, 
Thoms reports 
the effect on pa- 
tients of trans- 
fer from one 
type care unit to another and the 
utilization pattern experienced in 
his hospital, 


MR. THOMS 


at his hospital - 


“ELOOR-KING” 


Mop hospital floors clea 
quickly, quietly 


and easily 


The new Geerpres rubber bumper equipped 
mopping bucket puts an end to noise and 
scratched furniture and walls. Non-marking 
rubber bumper won’t smudge or dent, is 
locked securely in place. 

Buckets roll at a touch on ball-bearing 

a rubber or conductive casters. Hot-dip 
galvanizing after fabrication plus elimina- 
tion of all rivets and bolts ends corrosion 
problems. Last for years. 

Available in two sizes, 32 and 44-quart. 
Also available without rubber bumper. See 
your jobber or write for details. 
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B-D product 


STERILE, NONTOXIC, PYROGEN-FREE — a new, B-D Controlled needle for each injection. 
TRULY DISPOSABLE -— color-coded inert plastic hub will not withstand conventional ster- 
lization. NEWLY DESIGNED POINTS — smc>th penetration every time. TIME AND LABOR 
SAVING — after-use servicing and handling eliminated. 


ECTON. DICKINSS 


BREE EEE! 
t 


maximum economy and 


- REDUCED BREAKAGE _ barrel of clear, Resistance 


glass unweakened by grinding. LOWER REPLACE- © 
MENT COSTS—unbroken parts stay in service © 


because every plunger fits every barrel. EASE OF | 
ASSEMBLY—no tedious matching of parts— lower 
labor costs. CONTROLLED FIT—‘‘backflow” elir 


| 
| 
| 
nated Smootner operation 
| 


B.EGoodrich 


New "“Surgiderm” glove 
reduces hand and finger fatigue 


NEWLY-DEVELOPED rubber used in 
B.F.Goodrich ‘‘Surgiderm”’ gloves 
makes possible for the first time a 


glove that combines comfort, sensi- 


tivity and strength. 

Surgeons and operating room nurses 
who have tried ‘‘Surgiderm’’ gloves 
like them because they are so much 
more comfortable than other surgical 
gloves. The ‘‘Surgiderm”’ glove is 30% 
to 50% softer than any regular rubber 


surgeons’ glove. Because it’s more 
pliable, it takes 25% to 30% less force 
to flex the fingers and hand, a major 
factor in reducing fatigue. 

In addition, the B.F.Goodrich 
“Surgiderm”’ glove is long-lasting. It 
is strong to start with and stays strong 
even after many sterilizations. It is 36% 
stronger than an ordinary type of glove 
before use, 67% stronger after ten 
sterilizations, and can ‘ stored for 


months with no danger of deterioration. 
B.F.Goodrich “‘Surgiderm”’ gloves 
cost no more than many standard gloves 
now on the market. They are made in 
sizes from 6 to 10, have rolled wrists 
which fit snugly over the gown, are 
brown in color. Sold by hospital 
supply houses and surgical dealers 
everywhere. Hospital and Surgical 
Supplies Dept., B.F.Goodrich Industrial 
Products Company, Akron 18, Ohio. 


BE. G 00 d rich hospital and surgical supplies 
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digest of NEWS 


p REPORT FROM WASHINGTON—Health, Education, and Welfare Secretary 
Arthur S. Flemming, reporting on President Eisenhower’s proposed 
budget of $77 billion for fiscal 1960, said that the Hill-Burton and 
practical nurse programs will be cut back. 

Mr. Flemming did not indicate how severe the cuts would be. 


In a press conference, the secre- 
tary also said that more funds 
would be requested for research 
into means of controlling staphy- 
lococcus infections. The adminis- 
tration will seek the same amount 
of money for medical research in 
fiscal 1960 as Congress appropri- 
ated in fiscal 1959. Details p. 99. 

@ A liberal element in the Dem- 
ocratic Party has come out in op- 
position to the President’s curtailed 
domestic budget proposals. Details 
p. 99. | 

@ Health insurance for federal 
employees, paid for in part by the 
federal government, is to be a 
major goal of organized labor dur- 
ing this session of Congress, the 
unions have reported. Details p. 
99. 


> STAFF PRIVILEGES MAY BE LIMITED BY 
PUBLIC HOSPITAL, COURT RULES—A 
Michigan Circuit Court has ruled 
that city-owned Pontiac (Mich.) 
General Hospital has the author- 
ity to limit surgical privileges of 
its medical staff. Details p. 102. 


. ILLNESS AND ATTENDANT COSTS UNDER 
stupbY—The first National Health 
Survey has disclosed that Ameri- 
cans lost 3.4 billion days of normal 
activity because of sickness and 
injury during the year ended June 
30, 1958. Details p. 102. 


OF HOSPITAL-MEDICAL INSUR- 


ANCE—Commercial health insur- 


‘ance companies made payments in 


excess of $2 billion to their ben- 
eficiaries during the ffirst nine 
months of 1958, the Health Insur- 
ance Institute reported. Details p. 
102. 
association of commercial 
insurance firms has urged its mem- 
bers to look toward providing bet- 
ter coverage for the aged popula- 
tion. Details p. 102. 

@ Hospital Service of Toledo 
and Michigan Hospital 
Service, the Blue Cross Plans serv- 
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ing their areas, have been granted 
increases in their rates. Details 
p. 105. 

@® George Bugbee has urged doc- 
tors to help cut costs for health 
care and to stop overuse of pre- 
paid health insurance. Details p. 
105. 

@ Doctors in the District of Co- 
lumbia area have voted to ask 


Blue Shield to inaugurate a pref- 
erential medical-surgical care plan 
for low-income groups. Details p. 
105. 


* HOSPITALS’ ROLES CHANGING IN NEW 
YORK, REPORT SHOWS—The roles of 
voluntary and municipal hospitals 
in New York City are slowly being 
reversed. Voluntary hospitals in 
the city are providing more and 
more care for general inpatients 
and the municipal institutions are 
devoting more time to long-term 
and ambulatory cases, the Hospi- 
tal Council of Greater New York 
has reported. Details p. 106. 


) 200 INJURED IN TANK TRUCK EXPLOSION—Four persons were killed and 
approximately 200 were injured Dec. 22 when a tank truck carrying 


‘butane gas exploded following a collision between the truck and a 


pick-up truck. The accident occurred near Brownfield, Tex. 
Most of the injured were spectators who had gathered after the 


collision to watch the two trucks 
burn. The force of the explosion 
shattered windows and store fronts 
in the center of Brownfield, a mile 
from the scene of the accident. 

When the accident occurred po- 
lice alerted 33-bed Terry County 
Hospital, Brownfield, Charles T. 
Davis, administrator, reported. 
This is a routine police procedure, 
Mr. Davis stated. 

The doctor on call during that 
period was notified and an addi- 


‘tional emergency surgery crew 


was summoned. 


DISASTER’S MAGNITUDE GROWS 


The hospital was then alerted 
to expect a few burn victims. Mr. 
Davis then requested the entire 
surgery crew and the midnight to 
8 a.m. nursing shift to report to 
the hospital immediately. Victims 


of the collision were being treated 


when the blast occurred, Mr. Davis 
reported. All medical staff mem- 
bers and employees of the hospital 


were alerted by telephone and 
radio to report to the hospital on 
a “flash-red emergency” basis. 


Nearly all hospital personnel had - 


reported and supplies were ready 
before the first wave of burn vic- 
tims arrived at the hospital, a half 
mile from the scene of the explo- 
sion. 

Doctors on the hospital’s medical 
staff, other doctors in the commu- 
nity, and other people trained in 
first aid (as noted on the hospital’s 
disaster planning list) were as- 
signed to the temporary emer- 
gency rooms. Members of all 
shifts of the nursing service were 
on hand. The dietary department, 
aided by local residents and gro- 
cers, immediately prepared hot 
food and coffee for the victims and 
emergency workers. 

Burn victims were met at the 
hospital’s emergency entrance 
where the severity of their injuries 
was determined; victims were then 


Worth Quoting 


Review. 


*. . « The manager is neither managing men, nor managing work, 
but... is maintaining a coordinated set of activities; he is administer- 
ing a social system. This is the human relations approach as contrasted 
with any approach which implies that people at work can be considerec! 
separately from their work . . .”— 
human relations, Harvard University, writing in the Harvard Business 


F. J. Roethlisberger, professor of 
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channeled to either first aid at- 
tendants or physicians, depending 
on the victim’s condition, with the 
hospital’s office force assisting the 
patients. Ambulatory burn vic- 


tims were sent to the two main 


waiting rooms where they were 
given first aid until they could be 
examined by a physician. 
Sixty-eight severely burned 
victims were treated by doctors 
and placed on cots and pallets in 
waiting rooms and halls of the 
hospital; 16 of this group were 
admitted to the hospital. Ten blast 
victims, Mr. Davis stated, were 
given emergency care and immedi- 
ately sent to hospitals in Lubbock 
and Andrew, Tex. Ambulatory and 
less seriously burned victims were 
given emergency treatment and 
requested to report the next morn- 
ing to the hospital burn clinic. 
By 1:30 a.m. all the victims had 
been given medical treatment and 
surgery had been started on the 
more serious cases. Approximately 


160 burn victims had been cared — 


for at Terry County Hospital and 
an additional 45 victims had been 
cared for at a local clinic and at 


drugstores. During this hectic 
period the hospitals regular rou- 
tine had been maintained as nearly 
as possible; two babies were de- 
livered at the hospital during the 
night. 

At the onset of the emergency 
period, additional supplies had 
been obtained from local drug- 
stores, wholesale drug and hospi- 
tal supply houses in Lubbock, and 
by bus and plane from Dallas and 
Fort Worth, Tex. 

Emergency circuits were set up 
by the local telephone company 
and only emergency calls were 


permitted into or out of the hos- 


pital. 

By 2 a.m. the hospital had pre- 
pared a list of the dead and seri- 
ously injured. 


BURN CLINIC SET UP 


On the morning of Dec. 23, the 
day after the accident, three med- 
ical staff members, using their 
own office personnel and hospital 
personnel, opened the Terry 
County Hospital Burn Clinic, 
treating patients on a cooperative 
basis. Eighty-seven burn victims 


were given intensive medical 
treatment and 10 of the 87 were 
hospitalized. The burn clinic fin- 
ished its work by 2:30 p.m., but 
later in the day 17 more burn 
victims came to the _ hospital’s 
emergency room and 7 of these 
were hospitalized. 

On Dec. 24, 47 of the burn vic- 
tims came to the burn clinic for 
treatment; on Christmas day, 47 
persons again came in for treat- 
ment; 40 persons came to the burn 
clinic on Dec. 26; the clinic was 
discontinued on Dec. 27 and pa- 
tients were told to report to the 
offices of their own doctors. 

Terry County Hospital’s disas- 
ter plan worked well, as did the 
county’s civil defense plan (al- 
though the civil defense director, 
fire marshal, and county sheriff 
were among the blast victims), 
Mr. Davis stated. One problem 
which had not been foreseen, how- 
ever, Mr. Davis stated, was that 
curious spectators would gather 
at the hospital and interfere with 
work there. Police protection was 
soon provided for the hospital, 
Mr. Davis stated. 


YOU SAVE money for your hospital when 
you buy Gudebrod silk and cotton sutures. 


Sterilize Gudebrod sutures as you need them 
and save UP TO 50% of your suture 
COST. Every improvement IN non-absorb- 
able sutures is incorporated in these 


SUTURES... manufactured by Gudebrod 


for eighty-nine years. 


Reduce costs WITH no sacrifice in quality. 
Buy GUDEBROD and save. Write for 
the Gudebrod story, ‘How You Can Save 
up to 50% of Your Suture Cost.”’ | 


Gudebrod Bros. 


SILK CO., INC. 


Executive Offices: 
12 South 12th St., 
Philadelphia 7, Pa. 


Surgical Division: 
225 West 34th St., 
New York 1, N.Y. 


CHICAGO BOSTON 


LOS ANGELES 


“SIL SPRAY?’’ 
LUBRICANT 


SILICONE 
AEROSOL 


“SIL-SPRAY” 


Ol Less 
LUBRICANT 
12 OZ. 


A ‘*DUXE’’ PRODUCT 


Your dealer has it, or write— | 


DUXE PRODUCTS 


FOR INSTRUMENTS 


Sil Spray puts a tough, thin, non 
gumming film on ali metals. It 
remains stable at all tempera- 
tures. Stays on during sterilizo-— 
tion. 


SAFE! 


Sil Spray is not oil. It is non- 
toxic and will not injure metal, 
rubber, paint or cloth. Special 
silicone formula requires no ger- 
micides or other additives. 


ECONOMICAL! 


One can goes a long way. Save 
time by spraying instruments by 
the tray full. 


Cincinnati 2, Ohio 
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General Electric offers its vast x-ray experience 
and facilities to aid in 


xray 
epartme 


“Shirt sleeve session”... 


Planning and blueprinting a modern x-ray department are 
certain to involve the radiologist, the hospitel administrotor 
and the architect in a maze of complications. Logical 
starting point for any construction project involving x-ray 
facilities is your local General Electric x-ray consultont. 
Exploratory “shirt-sleeve” sessions with all persons involved _ 
first determine specific needs. Planning can then be ae 
expertly guided by our Installation Planning Service. & 


With your requirements in mind, this full4+ime staff of 


X-RAY DEPARTMENT ; specialists considers every possible operating advantage 
) and convenience: How to arrange equipment and make 


space work more profitably. .. power, wiring and protective 
«requirements... plumbing and other orrangements are 
G A L L | C carefully analyzed. Thus the leryout offered the architect is 
3 based on the ultimate in service from the deoartment’s 
x-ray equipment. 


MILWAUKEE 1, WISCONSIN Hospital architects rely. on this General Electric service 


more and more because planning experience of more than 
50 yeors helps G.£,: provide hundreds of practical 
application advanieges. OF course, no cost or 
obligation for this service. 

Subsequent pages outline its operations step by step. 
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G-E experience helps you 
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through every stage 


general layout of department... detailed 
plans for each section... precise installation 
sheets for each piece of equipment. 


Size of a hospital is no indication of its x-ray 
needs. Requirements vary widely due to other 
significant factors. Thus, in lending aid for a 
proposed project, our representative first assem- 
bles information by careful preliminary survey 
and through personal discussions with the archi- 
tect, radiologist, administrator and others. Data 
is forwarded to our headquarters Installation 
Planning Service in Milwaukee, where prelimi- 
nary layouts are prepared combining to best 
advantage the ideas of all those working on the 
project. Based upon review and revision of these 
preliminary plans by all concerned, final de- 
tailed layouts of each section of the proposed 
department are prepared and supplied. 


Final layouts of each area are complete and exact 
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We also supply detailed 
installation sheets 


In addition to the detailed layout for each section of the 
x-ray department, General Electric supplies: individual 
installation sheets for each piece of equipment and major 
accessory. All electrical, power and plumbing instructions 
are on these sheets, as well as wall openings required. 
Shown here are typical examples of these installation sheets, 
which enable you to more easily and efficiently complete 
your x-ray department. 


However big the problem — whatever x-ray 
information you may need — you know your local 
General Electric x-ray office is always a source of 
immediate assistance. ; 


G-E consultants are convenient to you everywhere 


SALES AND SERVICE OFFICES «kansascity6,mMO. - 112 W. 19th St. SAN FRANCISCO 3, CAL. - 1269 Howard St. 
LITTLE ROCK, ARK. - - - 3015 Lewis St. SEATTLE 9, WASH. - - 217 8th Ave. N. 

ATLANTA 9. GA. 1383 Spring St LOS ANGELES 29, CAL.- 1225 N. Vermont Ave.  SHREVEPORT, - 1511-13 Line Ave. 
sete LOUISVILLE, KY. - - 501 W. Oak St. SPOKANE, WASH. - N. 1112 Washington St. 
SIRMINGHAD 5, rom 707 Ste Se. MEMPHIS 3, TENN. “778 Madison Ave. SPRINGFIELD, ILL. - 917-19 E. Adams St. 
BOSTON 35, MASS. - 1256 Soldier Field Rd. MIAMILFLA. - - - 704 S.W. 27th Ave. James St 
BUFFALO 13,.N.Y.. - - 960 Busti Ave. MILWAUKEE 3, WIS. - - 547 N. 16th St. 
BUTTE. MONT. - - 103 N. Wroming St. MINNEAPOLIS 2, MINN. - 808 Nicolett Ave. TULSA 19 " OKLA aes 1101 S a. a 
CHARLESTON 1, W. VA.- - NEWARK 2,N.J. - - - - WastinGTON 5, D.C. - 806 15th St., N.W. 

5616 MacCorkle ‘Ss. E. NEW ORLEANS 25, LA. - 7715 Edinburgh St. WORCESTER 5, MASS. 372 
CHARLOTTE 4,N.C. 1140 Elizabeth Ave. NEW YORK 17, NY.-- - 205 E. 42nd St. 
CHATTANOOGA 3, TENN. - 507 €. Eighth St. NORFOLK, VA. - - 218 Flatiron Bldg. 
CHICAGO 7, ILL. - 1061 W. Jackson Blvd. OKLA. CITY 7, OKLA. - 4030 N.W. Tenth St. CANADA 
oO. CLC OMAHA 2, NEBR. - - 1617 Dodge St. GENERAL ELECTRIC X-RAY CORPORATION, LTD. 

W. MeMicken Ave. PHILADELPHIA 32, PA. - | 

. rasa Ace PHOENIX, ARIZ. - - 821 W. Adams St. 125 St. 
DENVER 5, COLO. - 3031 40th Ave. PITTSBURGH 6, PA. - 231 S. Euclid Ave. 
DES MOINES 12, 1A. - 2211 W. Grand Ave. PORTLAND 10, ORE. - 522 N.W. 23rd Ave. Vancouver,BC. -  - 645 Hornby St. 
DETROIT 19, MICH. - 18801 W.7 Mile Rd. PROVIDENCE 9, RI. - 211 Manton Ave. mAN. - - 565 Portage 
DULUTH 1.MINN. - - 928 €. Second St. RICHMOND 21, VA. - 3425 W. Leigh St. : 
EAST SYRACUSE. N.Y. - 1937 Teall Ave. ROANOKE, VA. - 115 Albermarle St.,S.E. 
HARTFORD 5, CONN. - 528 Farmington Ave. ROCHESTER 7,N.Y. - - 75 College Ave. EXPORT 
HONOLULU 1, T.H. - Fort and Queen Sts. ST. LOUIS3, MO. - - - 2010 Olive St. X-RAY AND MEDICAL PRODUCTS SALES 
HOUSTON 1, TEX. - 1830 Westheimer Rd. SALT LAKE CITY, UTAH - 215 S. 4th East INTERNATIONAL GENERAL ELECTRIC CO. 
INDIANAPOLIS 7, IND. - 1845 W. 18th St. SANANTONIO 12, TEX., 101.N. McCullough Ave. 150 E. 42nd St., New York 17, N.Y. 
JACKSONVILLE, FLA. - - 210 W.8th St. SAN DIEGO 1, CAL. - - 521 Grape St. Offices in Principal Cities of the World 


For the phone number of the office nearest you, 
\ consult the Yellow Pages of your local directory. ( 


Find Us Fast 
in The 


Yellow Pages 


Progress /s Our Most Important Prodvet 
GENERAL ELECTRIC 


X-RAY DEPARTMENT © MILWAUKEE 1, WISCONSIN 
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Prevent and Treat 
Perianal Dermatitis 


DIAPARENE® PERI-ANAL® has proved highly effective in the _ : 
and control of perianal dermatitis because it: 


4 Prevents perianal dermatitis caused by transitional 
* stools of the newborn: 


“a Prevents erythema, desquamation and ulceration of 
* perianal area which commonly occurs from diarrhea 
and loose stools following oral antibiotic therapy - 


3 Stimulates epithelization and promotes rapid 
healing. 


Protects denuded perianal area from 
* secondary bacterial infections. 


ACTIVE INGREDIENTS: Methylibenzethonium 
chloride, zinc oxide, starch, cod liver oll and 
casein in a water repellent base. REPELLENT CREAM Puvsicians PRESCRi 


Supplied: 1 oz. and 2 oz. tubes, and 1 Ib. jars. ‘Peri Ay of" 
= 


ANT! EN zy 


SPECIAL FOR HOSPITALS — oz. individual 
bassinet tubes ...saves time, economical, 
guards against cross infection. 


HOMEMAKERS PRODUCTS DIVISION « George A. Breon Company « 1450 Broadway, New York 18, N.Y. 


& 


1. Grossman, L.: Archives of Pediatrics, 71: 173—179, June 1954. 


ANOTHER FINE PEDIATRIC SPECIALTY SY 
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The test of time tells! 


Proves unmistakably 


RELIANCE 


No. 41 wheeled HYDRAULIC stretcher 
with Safety Sides 

satisfies all requirements | 
FOR THE RECOVERY ROOM 


N..... and patients alike will appreciate the convenience, the 
comfort, the protection and the time-saving features offered by this new 
hydraulic stretcher with smooth sliding safety sides that will not bind. — 


OTHER FEATURES OF MODEL No. 41: 


Foam Rubber mattress 
Conductive cover 
Self-storing safety sides 
Positive Lock 

Fully ball-bearing casters 


e 30-degree Trendelenberg 

e 4-wheel brakes 

e 11 inch height adjustment 
(29%, to 


e Shoulder braces 
e Head board Adjustable back rest | 
e |. V. rod (respiratory position) 
e Removable utility tray e Wall-Saver Bumper 
See these and other models for anaesthesia, X-Ray and 
emergency room, at your authorized dealers, or write — No. 404 
for brochure. ANAESTHETIST’S STOOL 
Maximum comfort and covenience. 
F. & F. KOEN'GKRAMER CO., Dept. H-116, Seat and back upholstered with 
96 Caldwell Drive, Cincinnati 16, Ohio conductive cover over thick rubber | 
. pad. Instantly adjustable from 21” 
a Please send me: ( ) #41 brochure to 31. Seat revolves freely. Base 
( ) #404 stool brochure in brilliant chrome. Has conductive 
casters. 
NAME. 
ADDRESS Manufacturers since 1898 
ZONE___STATE F. & F. KOENIGKRAMER CO. 
DEALER BN H-116, 96 Caldwell Drive 
' Cincinnati 16, Ohio 
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UNEXCELLED FOR 
SYSTEMIC ANTI- 
INFLAMMATORY 
ACTION 


as: a therapeutic agent— AR 
Chymar abolishes inflammation, 

- hastens absorption of edema 

and blood extravasates, relieves 
pain, restores impaired local 

- blood and lymph circulation. 

@ prophylactic agent—Chymar, 

- when given early, suppresses the 
development of the inflammatory 
- tissue reaction and edema. 

an adjunctive agent—Chymar sup— 
plements antibiotics in local 
infections and is useful in 
inflammatory dermatoses. 


_CHYMAE 


Supplied: 5 cc. 
multiple dose vials. 
Each mi. contains 
5,000 Armour Units 
of chymotrypsin. 
Also available— 
Chymar in Oil, 


 obstetrics— 
gynecology 


| dermatology 


surgery 


respiratory 
tract 
conditions 


diseases 
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ARMOUR PHARMACEUTICAL COMPANY * KANKAKEE, ILLINOIS 
a leader in biochemical research 
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ESE 
Available from your 
favorite supply 
sis 5 5 house or write for 
your Free Copy 
today 


HYPODERMIC 
SYRINGES 
and NEEDLES 


7 
5 
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23 
Available 
without charge 
A comprehensive guide to 
. the hypodermic syringe 
including its fascinating 
J history from 1656 right 
up to today’s most 
frequently used types 
and sizes. 
Fully Illustrated 
fi | || 
1 
accidents Verity 


the red dot 


cost an extra 
one hundred 


26 


ten dollars 


FIVVOFITALS, 


over this a 


For the same additional charge 
we might have run this entire page in color. | 


But the tiny red dot is precisely the amount 


of color needed to demonstrate our point: 


C. R. Bard spares no expense in giving 
constant attention to detail .. . the dotted i, 
the crossed t, the extra care in inspection, 
the painstaking review of procedures. 


For quality, we believe, is the sum 

of many perfected details . . . and quality 
will continue to be the prime ingredient 
of our service to the profession. 


C.R. BARD, INC., » Summit, New Jersey 
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Admission requirement 


Musi all patients be given a urinaly- 
sis and a hemoglobin estimation on ad- 
mission including maternity patients? 


The Joint Commission on Ac- 
creditation of Hospitals definitely 
states that a urinalysis and at least 
a hemoglobin estimation should be 
a routine examination on all pa- 
tients. The Commission does not 
stipulate that any one type of pa- 
tient is excepted. The laboratory 
tests may be performed in the 
ward or in the delivery area, al- 
though this latter practice is not 
considered to be the best. If a pa- 
tient is admitted in labor, then it 
would not be feasible to have the 
work done in the laboratory. 

This requirement of the, Joint 
Commission is a minimal require- 
ment and.many hospitals actually 
do more. Inasmuch as in many in- 
stances, the hemoglobin on an ob- 
stetrical patient has been per- 
formed perhaps months prior to 
admission, it is considered essen- 
tial that it be repeated while the 
patient is hospitalized. | 

—J.R. ANDERSON, M.D. 


Two goal credit policy 
We are reviewing the _ hospital’s 
credit and collection policy. Are there 


any basic principles we should keep 
in mind? 


Hospital credit and collection 
policies should have two goals in 
mind. The first should be to build 
good will for the hospital and the 
second to provide sufficient revenue 
so that the hospital may continue 
to operate in the black. While at 
first these two goals might seem 
incompatible, when the details of 
a sound program have been worked 
out one should tend to augment 
the other. 

The key to good credit policy is 
to make all arrangements for fu- 
ture payments while the patient 
is still in the hospital. This can be 
done either with the patient’s 
family or with the patient himself 
when he is well enough to discuss 
such matters. If he is unable to 
pay his bill on discharge, then an 
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arrangement should be worked out 
for future payments either on a 
regular weekly basis or through a 
loan at some nearby bank. If it is 
explained to him that the hospital 
must. have money to operate, it is 
usual for the patient to accept his 
obligation in the proper spirit and 
make every effort to pay the hos- 
pital bill as soon as he is able. 

If a patient is obviously not 
going to be able to pay his bill, 
then an agreement should be 
reached before he leaves the hos- 
pital as to the part of the bill that 
is to be remitted and charged off 
to the free-bed funds. It is well to 
be realistic about this while the 
patient is still in the hospital and 
save future collection expenses 


-after the account has become un- 


collectible-—HIRAM SIBLEY 


Which way should they go? 


We have a problem regarding the 
directing of patients and visitors 
through the hospital. Could you pin- 
point for us some information regard- 
ing the placement of signs or other 


methods? 


The following articles offer help- 
ful suggestions: 

Brown, Glynn. When visitors rush 
in. Modern Hospital 67:55-57, 
Dec. 1946. 

Floor tape guide. HOSPITALS, 
J.A.H.A. 31:20, Feb. 16, 1957. 

Halbert, Virgil A. The sign you 


need where you need it. Mod-- 


ern Hospital 79:126+, Sept. 1952. 

Quick, easy signs . .. the decal 
way. Hospital Management 
72:64, Dec. 1951. 

Wittrup, Richard. How to number 
hospital rooms. HOSPITALS, 
J.A.H.A. 32:53+ Sept. 1, 1958. 

Wren, George R. Colored tape 
keeps visitors on the track. Mod- 
ern Hospital 86:60-61, April 
1956.—DonaA DUDASH 


Safety and insurance 


Can you give us any information on 
coordinating the hospital safety pro- 
gram with the insurance program? Is 
the American Hospital Association ac- 
tive in this area? 


One of the current projects of 


the AHA Committee on Insurance 
for Hospitals is the development 
of a closer liaison between the 
safety program and the insurance 
program. The insurance committee 
is interested in a reduction of 
claims and incidents which will, 
in turn, reduce insurance rates. 

The backbone of this program 
is an incident reporting system 
which serves as an administrative 
tool for the study of causes and 
possible prevention of incidents in 
hospitals. The committee on in- 
surance has developed a standard 
incident reporting form which has 
been approved and adopted by 
the AHA. Copies of this form have 
been sent to member hospitals with 
a price list. 

The form is designed to provide 
the hospital administrator or some 
designated individual or body such 
as the safety committee, with al- 
most immediate knowledge of, an 
incident which might result in an 
accident, or an accident within the 
hospital. Employees observing such 
an incident or accident are re- 
quired to complete the form and 
take it to the proper authority 


within the hospital. 


The coordination of patient, 
public, employee and staff safety 
programs can only be effective if 
it is an administrative responsibil- 
ity. It is suggested that the admin- 
istrator or one of his assistants be 
responsible for this program. Un- 
der this individual it is desirable 
to have a safety committee with 
the following suggested composi- 
tion and responsibility: 

1. responsible, professional 
person such as a nursing super- 
visor, to study and investigate in- 
cidents pertaining to patient care. 
These incidents relate directly to 
the professional liability insurance 
carried by the- hospital. 

2. A responsible individual such 
as a personnel director, to Study 
and investigate incidents concern- 
ing employee safety and their re- 


(Continued on page 122) 


-The answers to these questions should not be con- 


strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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prompt, aggressive 
antibiotic action 

ua reliable defense against 
monilial complications 


©, ‘sumvcin ® ano ‘mycostatin ® ane squiee TRADEMARKS 


both are often needed when 
bacterial infection occurs 


for a direct strike at infection 
Mysteclin-V contains tetracycline phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickett- 
sias, certain large viruses, and Endamoeba histolytica). 


It provides the new chemical form of the world’s most widely prescribed broad spectrum antibiotic. 
It provides unsurpassed initial blood levels — higher and faster than older forms of tetracycline — for the most 


. fapid transport of the antibiotic to the site of infection. 


for protection against monilial complications 
Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
Candida (Monilia) albicans. 

It acts to prevent the monilial overgrowth which frequently occurs whenever semacyeline or any other broad 
spectrum antibiotic is used. 


It protects your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
and anogenital moniliasis, even potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


Capsules (250 mg./250,000 u.), bottles of 16 and 100. Hialf-strength Capsules (125 mg./125,000 u.), bottles of 16 and 100. 
Suspension (125 mg./125,000 u. per 5 cc.) 60 cc. bottles. Pediatric Drops (100 mg./100,000 u. per cc.). 10 cc. dropper bottles. 


/ 


MH) Squibb Quality — the Priceless Ingredient 
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Only the 
AMP ALL-ELECTRIC HOSPITAL BED 


designed and manufactured by the American Metal Products Company of Detroit 
offers all these advantages for the patient’s 


comfort and the saving of nursing personnel’s time 


= 


1—8 distinct motorizing actions —the entire bed is 
electrically operated, smoothly, quietly. 


2 — Hand-held push-button control is instantly accessible 
for patients or nurses. 


Fully automatic—convenient, movable, patient’s hand con- 
trol switch. Nurse controlled high-low switch at foot of bed. 


Nursing personnel can conveniently tend to patients’ needs, 
or make beds, without soapy or bending. 


3 — Panel height of bed can be adjusted from 15” to 30”, 
or a mattress height of 1942” to 342”. 


4 — Central location of electrical mechanism provides full 
working clearance beneath bed. 


5 —3-piece, posture-firm mattress panels eliminate need 
for bed boards. Overall length of mattress surface 
7 feet. 


6 — Head, seat and foot sections are electrically, individu- 
ally activated, merely by pushing a button. 


7 — More medical positions can be obtained electrically 
with this bed than with any other electric bed. 


8 — Construction of bed permits easy storage of side rails 
under mattress panel. 


Adjustment to low chair height assists patients in early 


ambulation. 


§ 


te 


Side rails are quickly raised and securely held in place 
for patients’ safety. 


AMERICAN METAL PRODUCTS COMPANY 
DETROIT 4 amp, MICHIGAN 


The same type of smooth and quiet electrical mechanism, designed and introduced by the American Metal Products Com- 
pany for 4- and 6-way power automobile seat adjusters, is used thru-out this all-electric bed . . . a type of mechanism 
that has proved successful for 6 years . . . and is exclusive with this bed. 
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Leopoldville, too, 
knows 
the value of 


Pentothal... 


Yes, in the Belgian Congo, as elsewhere, 
Pentothal continues to grow in favor as an agent 
of choice in intravenous anesthesia. Among 
-Pentothal’s advantages: quick response, 
smooth, painless induction and an uncompli- 
cated, yet swift recovery. Obbott 


PENTOTHAL Sodium 


(Thiopental Sodium for Injection, Abbott) 


NEW RECTAL DOSAGE FORM. A ready-mixed suspen- 
sion of Pentothal for rectal use is now available in the dis- 
posable Abbo-Sert* Syringe. See your Abbott representa- 
tive ... or write for detailed literature. 


| | 


J 
TRADEMARK 


‘For a reprint suitable for framing of Frederick Franck’s 
painting of Leopoldville (opposite page), write to: Pro- 
fessional Services, Abbott Laboratories, North Chicago, Ill. Be 
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Reliability in Action 


‘‘Good enough”’ is not good enough. Not 
when it comes to choosing your source of 
IV solutions and equipment. Where the well-being 
of your patients hangs in balance, small 
advantages become important. Even one or ~ 
two slight differences can change the odds in a 


patient’s favor. Talk to your Abbott man soon. 


Abbott Parenterals 


SOLUTIONS AND EQUIPMENT 


3 


CHICAGO, ILLINOIS 901002 
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ghinions and ideas 


POINTS TO 
KEEP IN MIND 


IN WRITING YOUR REPORTS 


1. Organize record keeping so reports can be issued promptly and at 
regular intervals. Management decisions based on ancient history tend 


to lose effectiveness. 


2. Practice the art of being brief and to the point. A detailed report is 


not necessarily a. meaningful report. 


3. Learn to distinguish between the 
important and unimportant. Sep- 
arate the “wheat from the chaff” 
—the wheat being data applicable 
to matters that are controllable 
from a management standpoint 
and the chaff being anything that 
would tend to obscure essential 
information. _ 

4. Be accurate both with respect 
to statements made in the narra- 
tive form as well as in the presen- 
tation of financial or statistical 
data. | 

5. State the case clearly and con- 
cisely and in language the reader 
can understand. 

6. Wherever possible, employ tech- 
niques which simplify the data 
presented. Keep in mind that fi- 
nancial figures can be more readily 
interpreted when rounded to show 
amounts in even hundreds and 
thousands of dollars and that sta- 
tistical techniques can be used to 
convert large numbers into small- 
er units which can be more read- 
ily digested by the reader. 

7. Remember that reports prepared 
for top management will have 
limited meaning unless the data 
presented are related to a stand- 
ard or target which will facilitate 
the evaluation of actual perform- 
ance, The target can take the form 
of a budget, a forecast, established 
standards, or any other device that 
affords some basis for comparison. 

8. Have the courage to honestly 
report all facts whether they re- 
flect favorable or unfavorable cir- 
cumstances. Failure to do so is 
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evidence that the reporter is not 
qualified to be a member of man- 
agement. 

9. Dramatize the presentation. Within 
reason charts and graphs should 
be used to reflect trends, impor- 
tant words or phrases should be 
underscored, arrows or other sym- 
bols should be used to direct at- 
tention to important facts. The 
judicious use of color can also im- 
prove the appearance of the re- 
port. Do everything within reason 
to make reports interesting and 
attractive to the reader. 

10. Keep in mind that, sooner or 
later, the cost of preparing re- 
ports is bound to be balanced 
against the value of the informa- 
tion compiled. Therefore, it is 
important to prepare reports that 
will be read and not just filed 
away for possible future reference. 
—CHARLES G. ROSWELL, director, 
hospital services, United Hospitals 
Fund of New York, New York. 
This material is adapted from a 
paper presented at the 1958 Amer- 
ican Dietetic Association conven- 
tion, Philadelphia. 


Wringing out 
waterlogged generalizations 


A very common cause of com- 
munication breakdown is the use 
of general or abstract terms in- 
stead of concrete or specific ones. 
For example, the following dis- 
cussion of the open mental hos- 
pital represents a generalized or 
abstract approach: 


“A successful open hospital pro- 
gram is possible only in a thera- 
peutically oriented climate. The 
wards should be homelike. The 
superintendent must have faith in 
his staff, his patients, and his com- 
munity. Remember that patients 
behave badly because we handle 
them badly. Let the open door 
symbolize the doctor’s open mind. 
Let doctors become therapists, not 
custodians .. .”” and so on. 

Here is a communication that 
does not communicate. It is water- 
logged with generalities or ab- 
stractions like “therapeutically ori- 
ented climate” and “faith in his 
patients.” It is fine to urge doctors 
to become therapists and not cus- 
todians, but how, concretely, do 
they do that? 

An administrator has a duty to 
reread each communication to re- 
move the pious generalities. For 
instance—a fire marshall told one 
administrator that there had been 
three recent fires due to careless- 
ness. The administrator, therefore, 
prepared a circular letter which 
said something like “Everyone 
should be more careful about fire 
prevention, and should be alert to 
the dangers of fire.” 

This is typical of empty com- 
munication. It was rewitten to give 
specific instructions about not 
smoking in bed, not using waste 
baskets as ash trays, checking on 
the condition of extension cords, 
etc.—HENRY A. DAVIDSON, M.D., 
superintendent and medical direc- 
tor, Essex County Overbrook Hos- 
pital, Cedar Grove, N.J. s 


FIGHT 
HEART DISEASE 


% 
to you 
‘ 


When time 
really counts.. 
hypo your 
shipments... 


THERE HOURS... 
AND COSTS YOU LESS! 


Your packages go anywhere Greyhound goes... and 
Greyhound goes over a million miles a day! That 
means faster, more direct service to more areas, 
including many, many places not reached by other 
public transportation. 

What’s more, Greyhound Package Express offers 
this service seven days a week... twenty-four hours 
a day...even on week-ends and holidays! Packages 
get the same care and consideration as Greyhound 
passengers...riding on dependable Greyhound buses 
on their regular runs. And you can specify C.O.D., 
Collect, or Prepaid. 

So remember—anything from surgical lights to sick 
room supplies can be sentGreyhound PackageExpress. 
Call your nearest Greyhound bus station or write to 
Greyhound, Dept. M1, 5600 Jarvis Ave., Chicago, Ill. 
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BLICAMAN 


EQUIPMENT 


ALWAYS 
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= 


ag 


BLICKMAN OPERATING ROOM EQUIPMENT has 
always been. recognized as the unchallenged leader 
in quality... hailed as a wise investment in terms of 
long, maintenance-free, service life. Now this same 
equipment, its quality and design unaltered, is avail- 


able to ‘you at prices so low you wouldn’t believe 


them possible! 


These lower-than-ever prices are the result of re- 


SEE US AT THE AORN CONVENTION 
SHAMROCK-HILTON HOTEL, HOUSTON, TEXAS — . 
FEBRUARY 9-11, BOOTH #78 


Look for this symbol of quality B@ttiea 
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cent efficiencies introduced to Blickman’s produc- 
tion process. We simply passed the savings on to you! 


Prove these facts for yourself! Ask your dealer for. 
2a feature by feature, price by price comparison 
before you buy. See why—now more than ever, 
Blickman is your best buy. 


For complete details, write for Catalog #6195: S. 


Blickman, Inc., 3801 Gregory Ave., Weehawken, N.J. 


“Sold through Blickman Authorized Hospital Equipment Dealers”. 


BLICKMAN 


HOSPITAL EQUIPMENT 
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accreditation problems 


KENNETH B. BABCOCK, M.D. 


Does the Joint Commission require 
a disaster plan? Fire evacuation plan? 
Planned safety program? How elabo- 
rate should they be? 


The Joint Commission requires 
a disaster plan for every hospital, 
with at least quarterly rehearsals, 
by key personnel. 

Each hospital must also have a 
fire evacuation plan, with at least 
quarterly rehearsals, by key per- 
sonnel. 

The Joint Commission does not 
require a planned safety program, 
but it highly recommends one for 
every hospital. 


The disaster and fire evacuation 


plans should be elaborate enough 
to adequately fulfill their maxi- 


mum responsibility if such dis- 
asters and fire should happen. The 
rule of thumb for maximum here 
might be the same as in an emer- 
gency—that is, the hospital, in a 
reasonable time, should be able to 
double its capacity and function or 


be completely evacuated. 


What would you advise concerning 
the wearing of masks in the emer- 
gency room? Is one necessary or es- 
sential during the suturing of lacera- 
tions? 


The question is double edged. It 
is well to remember that an emer- 
gency room admits all types of 


eases. Routinely, the Joint Com- 


mission does not advise a mask. 
However, in the case of lacera- 


FORT MYERS, FLORIDA 


Surgical- 


Plant! 
**Park-Lee”’ 


Now in operation . a 30-acre 
campus for ‘ight’ manufac- 

turing with a surgical plant in 
full production! Modern pa:k facil- 
ities inclade laboratory and research 


buildings . . . clinic, cafeteria and 
recreation park . . . water and 
sewer works . . . ample warehousing! 


Let us send you the hard-hitting 
facts on “‘Park-Lee’’ in Lee County 
. . the area of friendly labor 
. . unusual tax advantages 

. excellent banking. 


FOR 


‘PARK -LEE” 


A 30 ACRE /WOVSTRIAL 


E COUNTY, FLORIDA. 
wegen: 


Gs as ~ Com 


WATER WORKS Ss) Sewer wks. 
WAREMOUSING. RECREATION. 
INIC, CAFETERIA, ATC. 
(DLA BS., RESEARCH, CONFERENCES. 


UNIT NOW BU/L7, 
FG. MEDICAL EQU/ 


Write today for full details on 
Florida’s NEWEST Industrial Center! 


A. K. Robertson, Committee of 100 : 
Chamber of Commerce Bldg., Fort Myers, Florida 
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less than 48 hours’ 


@ disaster, evacuation, safety plans 
@ masks in emergency room 

@ doctors on duty around the clock 
@ summaries for medical charts 


tions, burns, etc., a fresh, clean 


mask should be worn. A mask 


hung around the neck continu- 
ously and placed over the mouth 
and nose when such cases come in 
is the worst technique possible. 

Many feel that no mask is better, 
if the mask has to be worn much 
more than one-half hour. There 
is still much to be learned about 
proper mask techniques. 


Is it necessary to have a house offi- 
cer or other doctor on active duty in 
the hospital at all times, if the hospi- 
tal is to be accredited? 


No. This would be a hardship 
and almost an impossibility for 
many smaller hospitals. A house 
officer or physician should be 
available on call at all times. By 
available we mean within 15 to 20 
minutes at the most. 


Does the Joint Commission require 
a summary on all medical charts? 


Yes, except for minor cases of 
stay in the 
hospital. These latter cases re- 
quire short forms. 

The summary may be written 
in either one of these two ways: 

1. The completion of a summary 
or face sheet. This summary should 
contain patient identification, a 
very brief resume of the course 
of the case while in the hospital, 
any pertinent laboratory or x-ray 
findings. If the patient has been 
operated on, give the operation, 
any complications, prognosis and 
signature. If the summary Is writ- 
ten by a house officer, it should 
be authenticated by the attending 
physician. 

2. A narrative discharge sum- 
mary of several paragraphs in 
length as a final progress note. 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 660 Ni. Rush St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his staff. 
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nutritional therapy convalescence 


to accelerate convalescence... 


Sustagen’ 


Complete food, Mead Johnson 
powder 


Builds tissue, promotes well- 
being, enhances rehabilitation 


Specific treatment may vary infi- 
nitely in details, but one factor re- 
mains constant—the urgent need of 
every seriously ill patient for thera- 
peutic nutrition. 


With Sustagen you can give your 
patients extra nutritional reserves 
which they need to withstand both 
medical and surgical crises and de- 
bilitating diseases. | 


Sustagen in itself is a balanced diet 
and can be given by mouth or by 
tube. It can be used alone or as a 
supplement to the diet, for short 
term or prolonged nutritional ther- 
apy. Sustagen supplies every known, 
essential nutrient for maintenance 
or rehabilitation. 


Detailed information on the use of 
Sustagen ‘in many clinical conditions is 
provided in the booklet “Nutritional 
Therapy: The Use of Food in the Man- 
agement of Illness and Injury.” Your 
Mead Johnson Representative will 
gladly supply you with a copy...or you 
may write to us, Evansville 21, Indiana. 


Mead Johnson 


Symbol of service in medicine 
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How 


Cuts labor cost ‘ie 
(by mop-and-pail method 
Comparative time ie of Tergisyl vs. con- 


ventional method of washing and disinfecting 
IS using mop-and-pail technics reveal that one- 
rw step Tergisyl method reduces the man-time 
required by 47%. Actual time saved was 25 


minutes per 1,000 square feet of floor area 
DETERGENT- DISINFECTANT —a labor saving of 125 man hours or 15 


man days per week in a 300-bed hospital. 
fights 
infection 
(by machine scrubbing-vacuum method) 
Comparative studies of Tergisyl vs. conven- 
e el + ut S tional machine scrubbing-vacuum pickup, fol- 
lowed by sg application of disin- 


fectant, reveal that one-step Tergisyl method 
reduces the man-time required by 22%. Ac- 


tual time saved was 23 minutes per 1,000 


labor costs 
as much as 


Cuts labor cost 22% 


Cuts material cost 5% 
(using either 
Comparison of cleaning and aetaiaiias effi- 
ciency of Tergisyl vs. conventional method 
showed greater cleaning ability for Tergisyl 
than the detergent previously judged accept- 
-able by the hospital. “Before” and “after” 
bacteriological tests confirm Tergisyl’s bacteri- 
cidal, fungicidal, and tuberculecidal efficiency. 


* Details available on request. 


Plan to put Tergisyl to work right away 
controlling Staph in your hospital. 
Write for 24-page indexed booklet with 
complete suggestions for use in 

every area of the hospital. 


Free samples sent on request. 


© Lehn & Fink Products Corporation 1958 
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Better Staph control 
with less effort How to apply 


truly aseptic technics to more and more 
areas of hospital housekeeping — with- 
out involved procedures and increased 
labor costs—is a perplexing problem for * 
hospitals of every size. But avoiding ac- 
cumulations of dust, and stopping 
movements of dust on which infectious 
organisms can “travel,” has become an 
important must in preventing the spread | 
of Staph. Lehn & Fink’s Tergisyl™ de- 
tergent-disinfectant provides a practi- 
cal means of solving this problem. 


“Infection” Committee Frequent and 
thorough use of Tergisyl, with known 
bactericidal, fungicidal and tuberculo- 
cidal activity, can do a great deal 
towards eliminating air-borne bacteria 
and cutting Staph infection to a min- 
imum. 


Surgical Staff and O.R. Best defense 
against Staph is careful attention to 
complete environmental asepsis, includ- 
ing floors. Tergisyl is safe for conduc- 
tive floors and is Underwriters’ Labo- 
ratories approved. 


Administrator For every 100,000 


square feet of floor space now cleaned 
and then disinfected by man-and-mop- 
and-pail, you can save as much as 5 
man days per week, or 40 man hours, 
by adopting the one-step Tergisyl 
method. 


Housekeeper Complete twice the 
work in half the time—and save money 
on both labor and materials. One-step 
Tergisyl cleaning—which includes de- 
pendable disinfection — requires little 
instruction. No rinsing needed. 


Purchasing Agent By standardizing 
on Tergisyl™ detergent-disinfectant 
you will cut costs of cleaning and disin- 
fecting supplies and simplify inventory 
control. 


Best test of Tergisyl’s labor-saving ad- 
vantages is use in your own hospital. 
Please try it. We will be glad to help 
you with any infection problem you 
have. Technical assistance is available 
to your Committee on Cross Infection 
or to individual department heads on 
request. Just write: 


445 PARK AVENUE. NEW YORK 22. N.Y. 


SPECIALISTS IN ENVIRONMENTAL ASEPSiS 
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editorial notes 


—educating the administrator 


WENTY LECTURES, an address 
of welcome, a banquet speech, 


and a lengthy discussion make for 


a crowded two-day schedule in 
anyone’s life. 


The event was worth it. It was 


the first National Symposium on 
Graduate Education for Hospital 
Administration, an event marking 
the 25th anniversary last month 
of the graduate program in hos- 
pital administration at the Uni- 
versity of Chicago, the oldest pro- 
gram in existence. It was not a 
time for just happy anniversary 
wishes, although many of these 
were spoken, with obvious sin- 
cerity, to the leadership that the 
University of Chicago has given 
in this area. 
The purpose was to put gradu- 
ate education in hospital admin- 
istration under the scrutiny of 
those most intimately concerned 
with this education and the results 
thereof. The emergence of hospital 
administration into the realm of 
professionalism is an obvious re- 
sult of the university courses. 
Not so obvious, but far more 
important, is the shift in emphasis 
for hospital administration from 
housekeeping and other institu- 
tional details to the _ institu- 
tional provision of medical serv- 
ices. As Michael M. Davis, the 
fashioner of the University of 
Chicago course, said, the volun- 
tary hospital has a choice between 
two objectives, one’ which would 
put the hospital in the position of 
providing an institutional work- 


shop for the private practice of 
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medicine or one which would make 
the hospital an institutional pro- 
vider of medical services, through 
its medical staff. The difference 
here is significant. He believes that 
the voluntary hospital as we know 
it will be lost unless the latter ob- 
jective is chosen. 

Others at the symposium indi- 
cated that, although much has 
been contributed to hospital ad- 
ministration by the courses, they 
fall short of true professional edu- 


OFFICIAL NOTES 
Actions taken by the Board of Trus- 
tees of the American Hospital Associa- 
tion at its meetings in Chicago, No- 
vember 20 and 21, are reported in 
this issue in the Association Section on 
page 58. 


cational experiences, especially as 
to faculty, from the viewpoint of 
the university. The university, it 
was agreed, would find little sym- 
pathy for the ‘trade school” ap- 
proach. The university will de- 
mand that the courses in hospital 
administration make contributions 
to the university and to education 
as a whole. The universities are 
quite likely to give the courses 
which cling to a vocational ap- 
proach very short shrift. | 

Hospitals can, obviously, be no 
better than the medical staff which 
provides the direct patient care. 
Increasingly, it becomes obvious 
that hospitals can also be no bet- 
ter than the administrator who acts 
as the enzyme in this extremely 
complicated task of delivering 
modern medical care. The courses 
in hospital administration should 


be rightfully proud of the contri- 


‘butions they have made to the up- 


lifting of this task. Especially 
proud should be the leader, the 
University of Chicago. To those 
who worked so hard to bring the 
University of Chicago program 
into being and to those who main- 
tain the program at its high lev- 
els, especially the late Dr. Arthur 
C. Bachmeyer, and the present 
director, Ray E. Brown, go the 


congratulations of this Association. 


Luckily, the full proceedings 
will be published and will give us 
a benchmark for the future. 


—a time for reflection 


O ONE WOULD gainsay that 

hospitals have shortcomings. 
Perfection is divine, not human. 
Most of the time, we focus our at- — 
tention on our shortcomings. Prog- 
ress comes more rapidly from crit- 
icism, internal and external, than 
from complacency and plaudits. 

But as we look at the achieve- 
ments yet to be made, a look back 
at the achievements we have al- 
ready made may provide us with 
a sense, not of self-sufficiency, but 
of balance and of assuredness that 
we shall steadily, although per- 
haps slowly, keep trudging ahead. 

“The Century of the Surgeon,” 
by Jurgen Thorwald, published by 
Pantheon Books, serves this back- 
ward look purpose well. It takes 
a strong stomach to read of the op- 
erative procedures before the dis- 
covery of anesthesia a century or 
so ago. It is hard to conceive of 
pain so strong that one would per- 
mit his tongue to be amputated 
and then cauterized by a red hot 
iron, all without anesthetic. Yet, 
this was surgery not much more 
than a century ago, as recreated 
by Mr. Thorwald. 

Consider an operative procedure 
today and you will realize how far 
we have come. It is no time for 
complacency, of course. It is a time 
for satisfaction as to what has been 
accomplished. 
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Progressive 


Patient Care 


_ The Public Health Service’s concept of progressive patient care includes the fol- 
lowing five elements of patient care integrated into a continuing recovery program. 
1. An intensive care unit for the critically ill. 
2. An intermediate care unit for patients whose condition has stabilized and 
who require remedial care. 

3. A self-care unit for patients who are physically able to care y for a 
and who require restorative care or diagnosis. 


INTERMEDIATE CARE 


re A care for termi requiring care. 
5. An care that is hospital-based. 
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uch has been written and said recently about a system of organization of hospital services called 
progressive patient care. The American Hospital Association is deeply interested in any studies 
aimed at producing better and more efficient hospital services. 

The Association, therefore, recently invited to New York persons concerned with hospital care, 
among them two directly involved in the progressive patient care research project at Manchester, 
Conn., to discuss the subject. Participating in the symposium were: Faye Abdellah, R.N., Ed. D., chief, 
Nursing Education Branch. Division of Nursing Resources, Public Health Service. Washington, D.C. ; 
Oliver G. Pratt. executive director, Rhode Island Hospital, Providence; Charles G. Roswell. direc- 
tor of hospital services, United Hospital Fund of New York. New York City. and Edward J. Thoms, 
administrator. Manchester (Conn.) Memorial Hospital. 


George Bugbee, president, Health Information Foundation, New York City, served as moderator. 


What these people had to say about the matter is covered in the accompanying discussion. Dr. 
Jack C. Haldeman. chief. Division on General Health Service, Bureau of State Services, Public Health 
Service, Washington, D.C., and Miss Abdellah have prepared a formal. paper on this subject which 


will be published in a forthcoming issue of this Journal. 


I think we ought to start with definitions and let’s 
take as the first definition ‘“‘progressive patient care.” 
I see that the U.S. Public Health Service definition 
is “better patient care through the organization of 
hospital facilities, services, and staff around the 
changing medical and nursing needs of the patient.” 
It seems to me we have to go a little further than 


Moderator George Bugbee: The hospital field peri- 
odically has very exciting new ideas to consider, 
and progressive patient care has come on the hori- 
zon for serious discussion in the last few years. 
Everybody is interested in following the experiments 
' that are going on, understanding the concept, seeing 
what it means for the individual hospital, and im- 
. proving care. The group here today will try to define that. 

terms, understand what progressive patient care is, Charies Roswell: Would it be more in keeping to say 
explore its extent, and then discuss some of the “better patient care through the organization of the 
operating problems, and finally, try to interpret what patient population around medical and nursing serv- 


we have discussed as to its meaning for the hospital ices provided by the hospital?” 
field generally. Faye Abdeliah, R.N., Ed.D.: It has certainly been our feel- 
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ing in the Public Health Service that progressive pa- 
tient care as a program is not limited to the hospital. 
What we are thinking of, at least in the Public 
Health Service, is a concept which embodies not only 
hospital care but long-term care, home care, and 
community care. 

Mr. Bugbee: You are talking about some aspect that 
identifies progressive care as moving forward in 
organization beyond where we are now. What is that 
aspect? 

Mr. Edward Thoms: We struggled with semantics in this 


for some time now, and we feel very strongly that 


the simpler we can make our definitions, the better. 
So we simply say that progressive patient care is 
the systematic classification of patients based on their 
medical needs and I think this is a broad definition. 
Yet, I think it is good. 

Miss Abdelich: I would like to make it “medical and 
nursing needs.” 3 

Mr. Roswell: Mr. Thoms, you said “classification of 
patients.”” Would it not be more appropriate to say 
“classification and segregation” of patients? Right 
now hospitals know whether a patient is acutely 
ill or not, so I feel progressive patient care must 
call for something more than the mere classifica- 
tion of patients. 


Mr. Thoms: In the majority of hospitals in the country, | 


patients are not classified upon admission according 
to their degree of illness. They are classified accord- 
ing to social and economic status and clinical services. 
Mr. Bugbee: But the classification is there when some 
are admitted and somesnot. I think what I am hunt- 
ing for is that the zoning concept goes beyond clas- 
sification of patients by medical needs. It also means 
taking care of them in groups with facilities par- 
ticularly tailored to those needs. Therefore, progres- 
sive patient care is not just a classification. It is 
something more than a classification. 

Mr. Roswell: I get the impression that under a pro- 
gressive patient care program, the hospital must as- 
sume responsibility for (1) rating and (2) pro- 


IN THE special care unit, one of the five levels of care offered by 
Manchester (Conn.) Memorial Hospital, where this and other pictures 
on these pages were taken, a postsurgery patient receives care. 
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viding for the nursing needs of the patient. Is that 
a fair statement? | 

Mr. Thoms: The hospital does not rate, the doctor 
does this. : 

Mr. Bugbee: We started by saying classifying. Some- 
one is responsible for classifying, and Mr. Thoms 
says that is the physician’s job—with the nurse. 
But if you do have your own nursing staff involved, 
then the hospital does assume some responsibility. 
Mr. Thoms: The nurses in our hospital are advisory 
but the decision is purely medical and should remain 


that way. 


Mr. Bugbee: Mr. Roswell has a second point. Does 
that cover your point about classification? In other 
words, clearly in Mr. Thoms’ hospital it is a medical 
decision and the hospital’s role is advisory to the 
physician. 

Mr. Roswell: It covers the point that I raised, but there 
is still a question regarding hospitals’ responsibility 
for misrating a patient. Suppose the patient is rated 
as needing intermediate care and then for some 
reason or other, becomes critical. If the patient dies 
before you transfer him to the intensive care unit, 
who is responsible? You say that you only take par- 
tial responsibility, and I am not sure you think you 
should take any. 

Mr. Thoms: As far as I am concerned, we take none. 

Mr. Bugbee: I think this is very involved and I can’t 
see how the decision could be made without the 
nurse’s help. | 
Mr. Thoms: I will be first to admit that, from a prac- 
tical standpoint, many of our nurses are in excellent 
positions, being there 24 hours a day and having as 
much experience as they do, to be of great help par- 
ticularly to the younger men coming on the staff. But 
classification is a medical decision, in consultation 
with the nursing group. 

Mr. Bugbee: I think what we are pointing at is the 
growing fixing of responsibility by the courts on the 
hospital, as a hospital, for both medical decisions and 


administrative decisions. The administrative decisions 


are there and it is clearly recognized that they are 
the responsibility of the hospital certainly but now 
the hospital is being fixed with this new respon- 
sibility. 

We all know that there have been delicate problems 


_ relating to the admission or nonadmission of a pa- 


tient. Could you have the same type of delicate pub- 
lic criticism because a patient was admitted to “self- 
care” who perhaps got into trouble in “self-care”? 
Miss Abdeliah: Mr. Roswell raised the point—what 
happens if the patient becomes acutely ill on the 
intermediate area? What is the legal responsibility? 
A point that I would like to make is that this could 
happen any place. 

Mr. Pratt: I think there is more likelihood that the 
hospital may be accused of negligence if the patient 
is not properly assigned than if you had all patients 
in accommodations that have been traditional. 

Miss Abdeliah: Mr. Roswell seems to feel that the in- 
termediate area is 10 miles away. Actually, it might 
just be in the next room, right next door. Of course, 
this is one of the problems that we are working on 
—the location of these units. But certainly at Man- 
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“We feel that one of the strengths of progressive patient care is the better 
utilization of both medical and nursing personnel.”—FAYE ABDELLAH 


chester, the intensive care unit is right there—just 
_ two steps away. , 

Mr. Bugbee: I would like to shift to what I think is one 
of the root questions: Is progressive patient care as 
it has been described here new or is it not new? Is 
the idea of progressive patient care just the same 
old story under a new format? I know a hospital 
with large wards. The nurses’ station is right next 
to a room with a window in it and the critically ill 
patient there is under constant observation and close 
to the nurses’ station. The less sick ones are farther 
away from the nurses’ station. Isn’t this progressive 
care? 

Mr. Thoms: No, I don’t think it is at all. First of all, 
the patient next to the window is not charged dif- 
ferently from the one farther away from the sta- 
tion. As we see progressive patient care, there is an 
element of finance involved. We are attempting to 
develop the cost philosophy in this and this is one 
example where it is different. Another difference is 
that we are actually trying to develop a staffing pat- 
tern to fit more than just that one patient who has 
a window next to that room. There are many ideas of 
staffing patterns throughout this country, and many 
times it is boiled down to the individual situations in 
each hospital in regard to the availability of person- 
nel. So I don’t think it is fair to say that this is pro- 
gressive patient care. 

Mr. Pratt: But it is a system for endeavoring to guar- 
antee that all patients get what they need to get 
well and that is what you are doing in progressive 
care, is it not? | 

Miss Abdellah: I wonder, too, if some of our confusion 
doesn’t result from the word “facilities”. Wouldn’t 
you agree, Mr. Bugbee, that perhaps most hospitals 
today use a classification which is based upon the 
patient’s ability to pay for private, semiprivate or 
ward service, plus whether or not this patient should 
go to OB, medical floor or surgical floor? In other 
words, it’s the facility rather than the need which 
dictates the patient’s placement in a given area. Now 
in progressive patient care this is not true because 
patients can be placed in any one of these areas re- 
gardless of diagnosis, regardless of ability to pay. 
Mr. Bugbee: I thought that need of care was a different 
story than the facility a person might buy which re- 
Iated to the amenities associated with it and the cost. 
A point made here is that the classification and relat- 
ing service facilities to groups of patients by need is 
the basic element of progressive care. At this point, 
someone asked: Is it new? You may. answer that 
the old classifications were different. We may grant 
that but I am not so sure. It seems to me that the 
classification of obstetrics, or the classification of 
pediatrics or even surgery, was to a degree a classi- 
fication by needs. I think we would all have to agree 
that the grouping of patients by diagnosis has cer- 
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tain values. They seemed the important values in 
the past. 


- Miss Abdeliah: There is one real limitation, however, 


which is important to consider, and that is the utili- 
zation of personnel. In other words, certainly on one 
large unit, you can have one or two critically ill 
patients, you might have some who require inter- 
mediate care, you might have some long-term pa- 
tients. But you can’t equate the care that these pa- 
tients receive in one area with the kind of care that 
they would receive under a progressive patient care 
program. We feel that one of the strengths of pro- 
gressive patient care is the better utilization of 
both medical and nursing personnel. Nursing-wise, 
it certainly has been my experience that if there 
is a fresh “‘post op” on the unit, it is the fresh “post 
op” who gets the care. What we are saying in a 
progressive patient care program is that other pa- 
tients have equally as important problems as the 
needs of intensive care patients. If we are talking 
about total patient care, some patients may need 
teaching, emotional support, and _ rehabilitation. 
These things are important, too, to the patient. 

Mr. Thoms: I would like to summarize what Miss Ab- 
dellah has just said and I think that the key- to this 
whole thing is that we look at progressive patient 
care as putting the entire accent on the patient and 
purely the patient. We are subjugating research, 
education, etc., to patient orientation. I think nurs- 
ing and medical education has to gear itself to the 
patient and build around that. I don’t think we have 
done it at this point. 

Mr. Bugbee: I would like to go back to this point of 
classification. I think we must admit that in the 
past where there has been classification beyond 
admission and nonadmission, it. has largely been ac- 
cording to specialization by medical service or dis- 


ease of the patient. Here, we are suggesting the sub- 


stitution of a different classification and I think that 


this pretty much changes the old order. 


Mr. Thoms: Yes it does. This is really getting right 
down to the nub of the whole thing, that this is 
indeed a big change. | 

Mr. Roswell: I think we are dealing with a change in 
principle. Un:'2r progressive patient care the hos- 
pital (or someone) is supposed to rate and deter- . 
mine the nursing needs of a patient so that the 
hospital might provide for them. . 

Mr. Bugbee: You certainly don’t mean that hospitals 
didn’t try to provide different grades of care. You 
mean they didn’t classify them. | 

Mr. Roswell: No. At present special care is provided 
through the private duty nurse. Floor stations are 
pretty uniformly manned and if someone becomes 
acutely ill, special nurses are engaged to supplement 
floor care. 

Mr. Bugbee: Your statement, Mr. Roswell, is based on 
assumptions that I am not sure about. In the first 
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place, many hospitals have for years tried to staff 
so that special nurses are unnecessary. Then it is my 
impression that special nurses are a vanishing thing 
in the hospitals of this country. Were they vanishing 
before progressive care or were they vanishing 
after it? 

Mr. Thoms: We can only say to you that statistically, 
and this is fact, not fiction, we had approximately 
11.5 special duty nurses available in a 24-hour period 
—actually there. We studied the situation again in 
March of this year on a six-month basis and we 
found that we are averaging less than two at the 
present time. 

Mr. Bugbee: Yes, but doesn’t this shift an expense now 
borne by the patient as a private duty nurse pay- 
ment, to hospital expense? 

Miss Abdellah: As we talked to hospital administra- 
tors about this problem, they are all aware of this 
so-called nursing shortage which may be more of a 
utilization shortage rather than a number shortage. 
There is still a great demand for private duty nurs- 
ing services. We found that the private duty nurse 
has been absorbed in the hospital situation or has 
been absorbed in a home care program where such 
exists. 

Mr. Roswell: Actually when the hospital provides all 
the necessary nursing service there is a redistribu- 
tion of costs. It is less costly to the individual patient 
but more costly to the hospital. 

Mr. Thoms: I am sure I buy that. I think it has to 
come down to the philosophy of what your charges 
are. For instance, we have accepted the fact that we 
have certain basic room and board changes which 
include nursing service, and when we developed a 
special care unit—we knew this was going to be a 
high cost area—we raised the room and board charges 
to the patient. 


Mr. Roswell: But not the equivalent of the cost of en” 


gaging three nurses? 
Mr. Thoms: No. This is where the economy comes in, 


AN EARLY ambulatory patient receives medication in intermediate 
care unit at Manchester (Conn.) Memorial Hospital. 
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which we can prove. We are trying to establish the 
fact that you don’t necessarily pass this on to third 
party payers which some states have done. 

Mr. Roswell: Why not? 

Mr. Thoms: The nursing performance in the special 
care unit is not in any way an additional cost of the 
Blue Cross contract in Connecticut. They give us 
$9, $12 or $15 toward the rooms, and we have added 
on to the patients’ share the cost of the special care 


‘for room and board service. 


Mr. Bugbee: I think we are getting too far into the 
economics. We are still talking about definitions and 
I think we have gone far enough so that we probably 
can agree on intensive care, intermediate care, self- 
care. Miss Abdellah points out that there is also a 
classification of patient needs beyond the acute gen- 
eral hospital into the long-term care unit which 
again might be subclassified, I expect, and to organ- 
ized home care. There are certainly aspects of it that 
are as old as patient care; the classification and the 
effort to have what’s needed. I would guess that this 
is a more intensive effort at classification and or- 


-ganizing facilities solely on the grid of need, rather 


than other types of classification, patient need, and 
it, therefore, goes further than has been true in the 
past in any general fashion. And now let’s take a few 
minutes to talk about education. 

Miss Abdeliah: In relation to nursing—and I think I 
speak for a good many nursing leaders—teaching 
students in a progressive patient care hospital should 
make for better education and better teaching be- 
cause of the grouping of patients by common -prob- 
lems. The whole basic function of nursing is based 
upon meeting and solving the needs of patients. 
So that, if anything, this should move nursing edu- 
cation along much more rapidly. 

In mental hospitals, residents and nurses. follow 
patients all the way through so perhaps we will have 
to go through the same thing that psychiatrists and 
residents and nurses in psychiatric nursing are doing 
today. 

Mr. Bugbee: You don’t think because of the short 
stay in general hospitals, and the compartmentalizing 
in the separate sections, that what you‘ gain in con- 
centration of patients with like problems is in part 
balanced by segmenting the patient and making it 
difficult for the person being educated to follow the 
entire illness episode with a given patient? 7 
Miss Abdellah: I see no reason why a student couldn’t 
be assigned to a group of patients and follow them 
right through on these areas. I think the experience 
would be much more meaningful rather than experi- 
ence based upon the number of appendectomies or 
procedures that she took care of. In other words, it 
provides experience which is basic, in that it gives 
the student an opportunity to apply principles of 
nursing practice, rather than to follow a particu- 
lar pattern based on a procedure. But she has the 
basic principles and has an opportunity to learn how 
to solve these problems. This is the thing that we 
have found which contributes to a-higher level of 
nursing competency. 

Mr. Bugbee: How about the house staff? 

Mr. Thoms: I can speak in terms of the house staff at 


HOSPITALS, J.A.H.A. 


{ 
i 
Se 


“.. it is the rare patient who actually goes through the gamut of starting 
at self-service, then to intermediate care and on up to special care.” 


Manchester. At the present time, we are only ap- 
proved for five rotating internships. This year, we 
are the only Connecticut hospital outside of Grace- 


New Haven that got all their interns through the. 


matching plan. In general, our medical staff has 
been of the opinion that by training in these dif- 
ferent units, we are getting a more rounded doctor. 
Mr. Bugbee: One of the questions asked and criticisms 
of progressive care raised was the business of pa- 
tient transfers. Do you want to talk to it, Mr. Thoms? 
Mr. Thoms: We originally thought there was going 
to be a great deal of transferring of patients from 
one unit to another. Experience has taught us that 


this is less than we had anticipated. Many patients 


—and I think the key is flexibility of the program 
—many patients come into self-service and go no- 
where else. Many patients come into intermediate 
care and go nowhere else. It is the rare patient who 
actually goes through the gamut of starting at self- 
service, then to intermediate care and on up to 
special care. We have done some preliminary work 
on this and we see that it is greater than it used 
to be, but nowhere near the problem that we 
thought. We have developed some gimmicks to sim- 
plify this. Even a patient going from special care to 
intermediate care is no problem for a-nursing aide to 


take them and their belongings in a wheel chair. We 


have also found that it prevents what we call psy- 
chological invalidism. Many patients who are acutely 
ill benefit tremendously by entering this area of 
special service which is hopeful, efficient, etc., and, 
when they become oriented their doctor says now 
you are a little bit better and we want to move you 
‘to another area where you need a little less care. 
The movement to intermediate care reassures them. 
I actually walked through the lobby of our hospital 
and heard two families talking together. One was 
saying to the other, “I was wondering about your 
husband” and she said, “‘Well, he was transferred 
out of special care to intermediate care today” and 
the other said, “Oh, he is getting better then?” They 
recognize this and when they go to self-service and 
are up and around, they are prepared for the en- 
vironment in their homes, and there is an element 
of prevention of relapse. 

Mr. Bugbee: What about the reverse? I am in inter- 
mediate and all of a sudden you push me right on 
to the threshold of death’s door. 

_Mr. Thoms: This, properly explained by the physician, 
is the answer: we have a hospital and it is organ- 
ized and set to handle this problem the minute it 
happens and that we are in an area where we are 


doing everything known to medical science today 


to help this patient. 

Miss Abdellah: I remember interviewing two patients 
at Manchester who had this experience. They were 
so sick at the time that they were grateful to be 
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back in the intensive care area because they knew 
that they would get skilled care there and equip- 
ment and drugs when they needed it. 

Mr. Thoms: This is why in our unit we have built a 


flexible area. Once a patient comes into special care, 


he very seldom goes directly off into intermediate 
care. We put them into a so-called flexible zone and 
we observe them there for a period of time to watch 
and prevent any potential relapse or cut it to a 
minimum. | 

Miss Abdellah: The advantage of an intermediate care 
unit is that you can put your terminal patients 
there and they don’t have to be on the intensive 
care area. Deaths occur, .of course, in the intensive 
care area and for that reason, we recommend that 
at least one area which can be used as a private room 
be set aside with a glazed partition. 

Mr. Bugbee: But what about the amenities in this 
special care unit? Is it the sort of setting that you 
want or I want if we are pretty miserable? There is 
the reassurance of skilled personnel and full equip- 
ment. But what about privacy and the amenities in 
it? 3 

Miss Abdeliah: We interviewed some patients who had 
gone from the intensive care area to the intermediate 
and we asked questions about their feelings about 
the intensive care. This is a sample of their com- 
ments. When on the intensive care unit one patient 
said, “I no longer feel afraid because there is al- 
ways a nurse present or I can see a nurse.” “You 
never have to wait to have a light answered.” “We 


' see nurses more frequently.” “Being on this self- 


care unit helps me to get well faster because I can 
talk with other patients who are going through sim- 
ilar experiences and you learn by doing.’ We don’t 
have enough evidence at the moment to show that 
this is true. I would like to repeat these interviews 
periodically to see if this is a continuing thing, but 
every indication is at the moment that the patients 
are quite happy in this situation. 

You may be familiar with the study that we did 


cooperatively with the American Hospital Associa- 


tion as published in Monograph No. 4, which reports 
some norms for patients and personnel satisfac- 
tions in acute general hospitals. We did a similar 
study at Manchester and we found that the usual 
omissions reported in relation to nursing care were 
almost eliminated. This study was done throughout 
the hospital. Whether this is directly related to pro- 
gressive patient care, I don’t know, but at least 
we do know that there was a marked reduction in 
reports about not having care explained, not seeing 
a nurse long enough, or postoperative patient left 
unattended. 

Mr. Thoms: We developed and used a doctor ques- 
tionnaire and watched for the specific points they 
found objectionable about this special care unit. 


47 


it 


Noise, lack of privacy and mixing of sexes were 
the three major things here. The fourth one was the 
fact that with high hospital occupancy you can’t 
move the patient off as quickly as you might like. 
In planning our new building, we are putting in 
a six-bed unit which we feel is the ideal nursing 
pattern to get observation and the other things. We 
are putting a one-bed glassed-in type in a six-bed 
unit and on the opposite side we will have five 
private rooms which are all independent. They are 
all glassed-in but can have curtains, etc., around 
them. We would say that ideally the psychiatric pa- 
tient, the asthmatic, etc., would be put in this pri- 


vate room. In other words, this is why we say medi- | 
cal needs of a patient dictate rather than social and 
economic needs. I think there is nothing more hor- 
rible than to have a terminal CA in a semiprivate 
room with somebody who is just moderately ill. I 
think we are preventing this type of thing. 

Mr. Bugbee: Mr. Pratt, do you want to comment on 
any of this? Are you now admitting both surgical 
and medical patients to the intensive care unit at 
Rhode Island Hospital? 

Mr. Pratt: We have eliminated the surcharge because 
the patients from every clinical service are going 
to the intensive care unit not on the basis of an 


' GP’S CAN’T BE BOTHERED? 


General practitioners were rated the lowest of 
any medical group in knowledge of the organiza- 
tion, problems and operation of hospitals they serve! 
Symond Gottlieb, a Detroit hospital administrator, 
recently surveyed by questionnaire the physician- 
hospital relationship. [Results published in an arti- 
cle in HOSPITALS, JOURNAL OF THE AMERICAN HOSPITAL 
ASSOCIATION, Aug. 1, 1958, Part |.] The survey 
covered nearly all phases of hospital function, in- 
cluding staff procedure, finance, personnel and ad- 
ministration. In all phases, the general practitioner 
rated below his specialty colleagues. 

Does this mean we are stupid, uninformed or 
just not interested? Our Hospital Committee and 
Academy leaders and men heading local hospitals 
believe such a lack of knowledge springs directly 
from the apathy and disinterest of general practi- 
tioners. This is borne out in the response to the ques- 
tionnaire. Only 34 per cent of this group cooperated 
by answering while 48 per cent of the specialists 
replied. The survey was not intended to embarrass 
the general practice group but was published to 
stimulate the thought that a well informed staff 
would aid greatly in over-all administration of any 
hospital. 

What do you know of the operation of your hos- 
pital? If you are like the average general practi- 
tioner you are too busy to serve on committees, not 
interested in hospital politics, don’t want to bother 
with section meetings, or feel the specialists run the 
hospital — so what’'s the use? The specialists do 
““run’’ some hospitals but only because of our de- 


difficulty of getting a general practitioner to take 
part in staff meetings or serve on committees. 
Why is this? Granted, we are busy. The demands 
on our time are probably heavier than on the spe- 
cialists but this cannot be used as an excuse. If we 
are to enjoy the services and protection of hospitals 


fault. Almost any chief-of-staff will testify as to the 


we must be willing to help in their operation. 

Why do we shy away from staff activities? Too 
often we feel unwanted and incapable of leading 
in staff functions. Then again, others of us become 
so self-centered in our own little offices that we lose 
sight of the problems of organized medicine and 
how they affect each physician. | : 

What is the effect? Our lack of interest and un- 
willingness to participate irritates hospital adminis- 
trators and staff officers. This places our group in 
an awkward position when we ask for considera- 
tion. Hospital committees that set the policies and 
make the rules are, therefore, of necessity over- 
loaded with men of the specialty groups. Even with 
sincere, honest men, when a balance of representa- 
tion is lacking, the committees’ thinking will naturally 
bend their way instead of maintaining the balance. 
When ‘the general practitioner's representation is 
small or ineffectual, the GP is forgotten in hospital 
planning. These forgotten men huddle in little groups 
to bemoan the rules which they feel are against 
them. 
Members of the General Practice Academy [ Amer- 
ican Academy of General Practice] are looked to 
as leaders of the general practice group . . . This 
leadership should include hospital responsibilities as — 
well as professional skill. An enlightened, interested, 
willing general practice group can do much to pre- 
vent many of the so-called “hospital problems’. It 
is the hope of your Hospital Committee that each 
California Academy member will accept his respon- 
sibility and willingly serve his hospital in any way 
he can. 

Let us show the profession and our hospitals that 
we afe not stupid, but wide-awake, interested, ag- 
gressive men who are proud of being general prac- 
titioners and capable of leadership and responsi- 
bility—A. NORTON DONALDSON, M.D., chairman, 
hospital committee, California Academy of General 
Practice. Reprinted from the October 1958 issue of 
California GP. 
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“The hospital is a pretty poor substitute for the home, but it’s pretty important 


when you need the intensive or intermediate care or even self-care in some of 


the long-term cases.”—0O. G. PRATT 


anatomical diagnosis but on the physiological condi- 
tions of the patient. We felt that if patients from 
every clinical service had the opportunity for this 
added expensive service, the cost could then be 
spread over all patients. We would be complicating 
our problems if we tried to determine the loading 
factor on the intensive care unit and the discount 
factor on the minimal unit and perhaps the mean 
or average. If you look at the figures from the 
standpoint of the 1040. patients who went through 
the intensive care unit in one year, 854 were sur- 
gery, 97 were neurosurgery, 18 fracture and ortho- 
pedics. So 82 per cent of the patients cared for in 
the unit were general surgery and they estimated 10 
per cent were neurosurgery. Pediatrics had 1.7 per 
cent and there were very few medical, I think under 
one per cent. 

Mr. Thoms: I think we must point out that this is 
again a technique of possibly the way the program 
is presented and the philosophy that is developed. 
We find that for approximately 135 medical and 
surgical beds we need to plan to care for approxi- 
mately 20 per cent of our patients in special care. 
If the patient is ill enough to need this kind of 
concentration of equipment, personnel, etc., it doesn’t 
make any difference whether he was surgical or 
medical and I think the actual physical layout has a 
great deal to do with this point. Medical patients 
usually end up in the private rooms—the acute 
coronary is always in a private room; he needs peace 
and quiet. So in those attempts to build the special 
care unit on the basis of the open ward type of thing, 
the medical men may never support it. 

Mr. Roswell: Can you tell us how many patients of the 
12,000 admitted found their way into the intensive 
care unit? 

Mr. Thoms: Well, let’s see. I am sorry, I am going to 
have to use the patient day list: 4246 patient days 
in the first six months of the year in the special care 
‘unit, out of 30,000; 16,870 were in intermediate care: 
1587 in self-care; pediatrics, 3745; obstetrics, 4185; 
newborn, 4237. 

Mr. Roswell: What is the average stay in the intensive 
care unit? 

Mr. Thoms: Well, at the present time I think it is 2.9 
days and in our self-care it’s 4.1 days. 

Mr. Bugbee: I don’t know whether your transfer situ- 
ation is much less, Mr. Pratt. 

Mr. Pratt: On that basis, it would be very difficult for 
us to make many moves from the standpoint of cen- 
tral food service with somewhere around 75 to 80 ad- 
missions a day with clinical services segregated and 
with house staff. We find patients get an associa- 
tion with the group when they are admitted. Let’s 
say they go to the 8th floor. They are there 24 
hours or maybe two days, and then they go to 
surgery and after surgery to the intensive care unit 
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for two or three days. It’s a rare case that brings 
it up to 3% or 4 days. Then they go back to their 
original accommodation and they get acquainted 
with the nursing staff and the others, and get to 
know the staff more than if they are moved. Now I 
can see, in a smaller situation, where you wouldn’t 
be on different floors—where the intermediate unit 
is right next door to the intense care—you can carry 
through. We would have more difficulty. We think 
it more practical to carry through and keep the per-. 
sonal touch the way we are doing. 


_ Mr. Bugbee: You hold the room? 


Mr. Pratt: We hold the room if we can. 
Mr. Thoms: If we held the rooms we couldn’t possibly 


- operate with that cost factor. 


Mr. Bugbee: Are you, in a sense, mentioning one not 
too enthusiastic aspect of this and that is patients 
moving to different personnel at different times? 
Miss Abdeliah: We prepared a composite picture for 
more than 50 hospitals which did nurse utilization 
studies and we found that on the average, the grad- 
uate nurse in the general hospital spends about 18 
minutes of an 8-hour period with each patient. We 
did a similar type of study at Manchester and we 
found that the time spent on patient activities 
almost doubled. I think this is encouraging in re- 
gard to nursing. This is a way that can help, through 
better utilization of personnel. By utilization we 
mean that the R.N. spends her time 
nursing activities rather than on clericaP activities, 
housekeeping, dietary, etc. 

Mr. Bugbee: Granted this is an important objective, 
why is it inherent in progressive care? 

Mr. Thoms: Well, I think it is because of the con- 
centration of the equipment, the personnel right in 
the area, so that they don’t have to spend time going 
down to central supply. 

Mr. Pratt: I don’t think that necessarily follows. I 
agree with Mr. Bugbee, if I understand the focus of 


‘this question. I think you can have a hospital with- 


out progressive care but you can have your phar- 
macy deliver the drugs, you can keep the supply 
standards up on the nursing unit so that the nurse 
would not need to order anything—everything is at 
her fingertips. 

Miss Abdeliah: The basic thing is the classification of 
patients based on medical nursing needs and assign- 
ments of levels and skills to meet those needs. 

Mr. Bugbee: You answered Mr. Pratt’s question by 
saying there was more nursing time for the patient. 
That’s a pretty consequential answer, but doesn’t it 
take more nursing time to orient the nursing staff 
which receives the patient, as to the problems of 
the patient? Now there must be a communication 
problem between the intensive care unit and the 
intermediate care to communicate what the patient 
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is like and what his relatives are like and what his | 


illness is like. | 
Mr. Pratt: An amplification of the morning and night 
report. There would be more than that, I think, 
when you go from one unit to another. 

Miss Abdeliah: When you know the medical nursing 
needs of patients, and can assign the level of skill 
to meet the needs of these patients, you are bound 
to save a lot of nursing time; you are bound to have 
nurses spend more time on activities with patients. 
Mr. Bugbee: That may well be true, but I haven’t seen 
in our discussion why it is necessarily true. 

Mr. Pratt: What you are saying, too, Mr. Bugbee, is 
that it requires more time because of the transfer 
to have the new group oriented to this patient. 

Mr. Bugbee: I say both from personal experience, and 
I think from some comments by patients, that care 
is not mechanistic, it is related to understanding me 
and my worried wife, and a few other things when I 
am sick, and that the transfer of that understanding 
must require some sort of communication that is 
time consuming or else it isn’t transferred. 

Miss Abdeliah: When I say time with patients, I would 
like to qualify it by saying time spent on patient- 
centered activities. I think it is one of the most 
important functions of a professional nurse to plan 
and coordinate patient care and any time spent in 
this area would be something that she would want 
to foster. What I am saying is that time spent on 
nonnursing activities, at least from this one situa- 
tion as compared to norms for other general hospitals, 
seem to be appreciably reduced. 

Mr. Thoms: There is another thing and it is an awfully 
important one. I think that we do not turn out nor 
shall we ever be able to turn out an individual 
capable of meeting the personality needs of the 
acutely ill patient, the intermediate type and the 
self-service. What I like to think is that we now 
have round pegs in round holes. 

Mr. Bugbee: Now, let’s have a discussion of costs. Let’s 
start with you, Mr. Pratt. Is your intensive care unit 
an economy in your over-all operation? 

Mr. Pratt: Yes sir. I am sure we save more lives. 

Mr. Bugbee: All right—that I would think is the pri- 
mary criterion. Now let’s go to the mundane affairs 
of dollars. What is the dollar situation? 


Mr. Pratt: Our cost accountants have demonstrated 


that on this 16-bed unit with an average occupancy 
of 14 patients, as compared with a normal surgical 
unit which takes patients from surgery after being 
an hour or two or three in the postanesthesia recovery 
room, that there is an added cost, about equal to one 
private duty nurse. In other words, it is demonstrated 
that we have an added cost equal to one-third of a 
private duty nurse around the clock. 

Mr. Bugbee: You are approximately 33 per cent above 
your average. 

Mr. Pratt: Yes. 

Mr. Bugbee: All right, now the second question. Is that 
balanced by any economy in staffing of your other 
unit? 

Mr. Pratt: I don’t think so. 

Mr. Thoms: Well, I think it is a question of what you 
are talking about here. I think, and I will be adam- 
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AN IMPORTANT duty of the nursing staff in a self service unit is 
teaching patients how to care for themselves. Here a nurse explains 
the nature of a series of tests to a patient under observation. 


ant about this in saying that our patients in the 
spécial care unit are getting the equivalent of or 
better than private duty nursing, and they are get- 
ting it at less cost than is possible under the old 
system. 

Mr. Pratt: I agree with that. | f 
Mr. Thoms: There is no question about this. Even under 
our system, we have been able to do it a little bit 
differently. We have a bigger special care unit, 27 
beds, 17 of them primarily staffed for a special care 
unit, and 10 beds in our flexible area. This 10-bed 


flexible area has been built in because of two reasons: — 


one is medical, we have already discussed this, and 
the other is economic. We use this flexible area to 
keep 100 per cent occupancy. We can demonstrate 
that although our costs were up in this particular 
area over the average per diem costs, that it was 
cost and charge basis between; these rooms; we 
charge, for instance, $26 per day in the 17-bed and 
$20 in the other. We believe in applying this prin- 
ciple there. Incidentally, we started this fiscal year, 


- which starts on October 1, with the $22-$18 arrange- 


ment, and we found that we did not balance it off 
sO we raised it to $26-$20 and we had _ no problems. 
Mr. Bugbee: Did that balance your costs? 


A DIETITIAN in the self service unit explains to patients how to use 
a menu selection wheel in choosing foods appropriate for special diets. 
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Mr. Thoms: It balanced our costs and this is including 
direct and indirect expenses. I think that this is the 
first time in our hospital that a service patient is 
getting special duty nurses at whatever he can af- 


ford to pay, so from that standpoint, we find it is. 


better. I know you want to discuss the whole cost, 
and since we are probably the only ones who have 
‘any facts available on this self-service, I will shoot 
into that. 

We have demonstrated consistently in the prelim- 
inary studies at least 20 per cent of our patients at 
any one time could fit in a self-service category. We 
started off with only 8 patients per R.N. We now have 
gone up to 11. In\our new building we are going to 
have 22 rooms available, and we are just going to 
automatically start off with one R.N. and the same 
staffing pattern to see what happens there, because 
when we went from 8 to 11, our per diem costs 
dropped accordingly, and in the meantime we are 
evaluating this emotional support to patients. We 
may drop this cost in terms of what we want to give 
in patient care, it may turn out to be 14, 16, or 
maybe still the 11 patients per R.N. we have now. 

Our costs at the moment are running about $12.50 


we have had as high as 50 to 60 per cent of our pa- 
. tient population eligible for self-service care. Now, I 
don’t think we can know as to whether or not we are 
going to reduce costs until such time as some hospi- 
tal can consistently have their patient population 
adequately fill up the self-service areas that are 
built specifically for this type of thing. The big 
problem as I see it in the cost area, is getting flexible 
staffing patterns and flexible buildings to meet this 
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for the self-service category. We have seen days when | 


problem of fluctuating days. This is why we say a 
whole hospital has to go to progressive patient care 
in order to get the potential economy here. I'd like 
to say that we could develop so that we could not 
only put the charge proportionately to the patient, 
but could also develop agency costs. I think we would 
be on a stronger basis with our negotiations with the 
third party payers, municipal governments, etc., if 
we could actually assure them that they were pay- 
ing just what it costs their patients. There are some 
welfare people, for instance, who think that their 
patients in a general hospital don’t belong there, and 
they are getting the high cost rubbed off, and we 
could actually reduce the costs for them. This is what 
our goal is on our development as we go along cost- 
wise. 

Mr. Bugbee: Let me ask you one thing. Granted that 
there is some private nursing that has been absorbed 
here, and the cost to the patient is of some con- 


-sequence, is the increased cost in the intensive care 


unit balanced by the decreased cost in your present 
self-service? I assume your intermediate care has 
part of it along with acute care. 

Mr. Thoms: We raised the costs of our special care unit 
and we could have dropped a dollar on our charge 
in our intermediate care area and absorbed it auto- 
matically. We didn’t do it because we are the vic- 
tim, like other hospitals of high occupancy, of paying 
part of the patient’s bill. 

Mr. Bugbee: Well, look at it another way. Taking the 
progressive care unit that you have in Manchester, 
is your total expenditure presently less than it was 
before, as near as you can measure with changing 
times and all? 

Mr. Thoms: I can’t say that because we have raised our 
nurses’ basic salaries 15 per cent since we went into 
progressive patient care, so you can’t compare the 
before and after. | 

Mr. Bugbee: We have all read some of the speeches 
about progressive patient care that labeled this as 
something that was going to cost a great deal less. 
Now, what is the evidence that it is going to cost 


‘less? 


Mr. Pratt: From what I’ve heard so far this afternoon, 
it’s a little more for intensive care, about the same 
for intermediate, and the self-care is a little less— 
that it balances out. ; 

Mr. Thoms: The potential economy is in the self-service 
patients and if they are going to be predominant we 
are satisfied in our community with our medical staff 
that we will never need more than 20 per cent of 
our beds for special care. 

Mr. Bugbee: Is it your opinion that if you had enough 
beds for a self-service patient, the total bill, from 
top to bottom would be lower? 

Mr. Thoms: I believe it would be lower. 

Mr. Roswell: Mr. Thoms, obviously you have an im- 
balance now with 27 intensive beds and 11 in the 
self-help unit. You can hardly balance out with a 
setup of that kind. You may not even do it if you 
had 27 self-help beds. 

Mr. Thoms: I think we would if, for instance, we had 
200 beds available for medical and surgical patients 
and had at any one time 75 to 100 for self-help. 
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Mr. Roswell: Some concern has been expressed with 
respect to self-help units in that they are a hotel 


type accommodation where patients would stay for 


observation 

Miss Abdeliah: Not necessarily. 

Mr. Roswell: Nevertheless, there is a feeling that pa- 
tients will stay longer with such accommodations 
available and that third parties, instead of paying 
less will pay more for hospital care. Do you believe 
this might constitute a problem? 

Mr. Thoms: I think this might be a problem, and it is 
one where I can again go back to my original premise 
that says the judgment of the physician is the one that 
has to make this thing work. He is the only one that 
can keep that patient longer. 

Mr. Roswell: While the self-help unit obviously will 
be a lower cost unit, the actual cost of hospital care 
per patient might, on the average, be higher because 
of this type of accommodation. 

Mr. Thoms: There is a question here of how many pa- 
tients in the future will be purely self-service. Our 
average stay, from our own records, is dropping a 
little. We know we have, for instance, the cardiac 
whose life we are saving now, but who stays six 
weeks and throws these averages off. I think the 
thing that we must recognize here is that people 
are again coming into this area of rehabilitation so 
that we may be s Simratpe the long stay with these 
kinds of units. 

Mr. Bugbee: This is better care, but isn’t this going to 
be more costly care? | 

Mr. Thoms: No, because we are going to get them out 
earlier. If we have a rehabilitation activity of daily 
living in our nursing department to get a stroke case 
to feed himself so that he can go home and the 
mother and the sister is willing to accept him at 
_home instead of in the hospital, then instead of stay- 
“ing 120 days he will stay only 90 days or 80 days. 

Mr. Bugbee: On a more general topic, it seems to me 
there is a great deal of difference whether you’re 
thinking about this as applying to a great medical 
center or whether you are thinking of it as applying 
to the typical general hospital, whatever that may 
be. Manchester has how many beds? 

Mr. Thoms: 187 beds and 30 bassinets. 

Miss Abdeliah: The Public Health Service carried out 
a nation-wide survey to determine the number of 
hospitals operating intensive care and self-care units. 
It was a rather simple questionnaire which asked for 
the type of unit which the hospital had. We were in- 
terested in particular to find out the extent to which 
hospitals were establishing intensive care units and 
self-care units. We found, very briefly, that 75 hos- 
pitals reported operating intensive care units, al- 
though there is a great deal of interpretation of what 
an intensive care unit is. In some cases it might just 
be one bed and in others several beds. An additional 
25 .reported operating self-care units alone. Of the 
75 that I mentioned, 14 of those reported both in- 
tensive care and self-care units. We also were inter- 
ested in finding out how many hospitals throughout 
the country were planning such facilities and we 
found that 397 of these hospitals reported that they 
were planning, or were in the blueprint stage, or 
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actually had started some construction plans, re- 


modeling or building new units. 


The range of hospitals reporting varied from under 
50 beds to hospitals with more than 1000 beds, al- 
though most of the hospitals fell under the category 
of 200-400 beds in nonproprietary hospitals. And, 
again, the concentration was in relation to intensive 
care or self-care. We picked up only one hospital that 
had five phases of progressive patient care and that 
was St. John’s Lutheran Hospital in St. Paul, Minn. It 
has been operating this type of program for six years. 
We did find, too, that the 100 or so hospitals which re- 
ported intensive care or self-care units, were con- 
centrated largely in four areas: Minnesota, Califor- 
nia, Florida and New England. It would seem from 
the survey that there is considerable interest in pro- 
gressive patient care. There are many problems and 
limitations, which we recognize, and I think there 
is a real need in assisting hospitals in this area.: 

Mr. Thoms: Perhaps I can help answer any specific 
questions. We had a research team which consisted 
of a physician, an administrator and a nurse which 
visited about 45 of these hospitals from the survey. 
Mr. Bugbee: Any questions? 

Mr. Pratt: I was just going to interject here that I’m 
sure that P.P.C. is a very wholesome thing. I think 


- we need to be challenging our status quo as to meth- 


ods and procedures. We’re apt to get into a certain 
pattern. Here is one excellent experiment that is 
going on that is a basic research program, isn’t it? | 
Miss Abdeliah: Yes. 

Mr. Pratt: Over a period of years you are going to 
come out with some-facts and it might be that there 
would be, because of the size of the hospital and 
there are sO many community hospitals with 200 
beds, an established pattern for that particular kind 
of hospital. But it will also open the eyes of people, 
in larger hospitals and maybe even in the uni- 
versity centers, to challenge what they are doing. 
And it will give some leads to the 50-bed hospital 
perhaps. Maybe all it needs is knocking a hole in the 
wall and putting in a pane of glass so that the head 
nurse at the station can see that very sick patient 
as in the Hopkins’ ward. You talk about grouping 
patients and when you get to the home care stage, 


why, the patient is back with the family and that’s 


where all human beings need to be. The hospital is a 
pretty poor substitute for the home but it’s pretty 
important when you need the intensive or inter- 
mediate care or even self-care in some of the long- 
term cases. | 

Mr. Thoms: We have developed a unit called a con- 
tinuation care unit which is another word for long- 
term care. It seemed to fit better in our semantics 
than long-term because we felt that this gave you a 
feeling of dragging something out rather than the 
continuity of acute general hospital care. 

Mr. Pratt: We call it extended care. 

Mr. Thoms: This is just another example of the prob- 
lems we face in our field. As a matter of fact, in our 
definition, it’s a part of our definition, that usually 
these patients are plus 30 days in the hospital. What 
I want to point out is that we might say that some 
of our Manchester patients conceivably should be 
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“... is it better for patients to be moved about to accommodate the staff- 


ing pattern of a hospital or should the hospital staff and services be geared to 
accommodate the needs of the patient, regardless of their location?” 


in a nursing home or convalescent hospital, anything 
you want to call it. But there are some practical 
things that you are forced to face up to and that is 
that there are only so many nursing homes in the 
community. At the moment they are overcrowded. 
These patients have to be taken care of some way. 
You have social problems but I think we who are 
responsible for the acute general hospitals of the 
_ country must design a system which will take care 
of our patients adequately as long as they are our 
charge. We feel it is significant that 75 hospitals in 
‘this country in the last 11 months have been inter- 
ested enough to send people to Manchester Hospital 
to look at this system. I think that it is significant 
that the Public Health Service is interested in pro- 
ducing elements of progressive patient care. It’s 
significant that in PHS state services these particular 
people are being oriented to this, so unquestionably 
they are going to be asked as they come in for Hill- 
Burton funds, etc., are you contemplating a special 
care unit, have you thought that with your dwindling 
fund whether or not you could build a self-service 
unit at less money and allow you to have more beds 


for your community? I don’t think there is any 


question that this is a very interesting and exciting 
thing. The question is: how can we best help the 
hospitals of the country in studying their own local 
situation and come up with what fits best. 

Mr. Bugbee: I couldn’t agree more with the statement 
that local hospital operations ought to fit local hos- 
pital needs. I think that here we are talking about 
a reorganization of hospital services according to a 


specific pattern. It may well be that our present or-_ 


ganization of hospital services, especially as they 
concern hospital personnel and hospital equipment, 
are not ideal. We should always be challenging the 
status quo. And the progressive patient care concept 
does just that. As I look at it, our present system 
admits patients to hospitals or, more specifically, to 
hospital areas often without regard to degrees of 
illness. As a result, the number of sick patients may 
vary widely, and, at times, absorb all the nursing 
care available. There are several ways this situation 
can be met. Hospitals could have a pool of nursing 
personnel, shifted within the hospital on the basis 
of the volume of nursing needed on various floors. 
Another way would be to assign patients more care- 
fully according to classification of degree of illness 
so that they are spread as evenly as possible through- 
out the nursing divisions of the hospital. This would 
provide maximum utilization of facilities without 
moving either personnel or patients. A third method 
is to take patients according to the classification of 
degree of illness and put them into separate units, 
moving the patients rather than the personnel and 
equipment. This is really what the progressive pa- 
tient care concept does in the standard hospital, as 
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I see it. Now we have, in my opinion, various methods 
of accomplishing the objective’ we all share, the 
best care for the patient and optimum utilization of 
our personnel and facilities. I wonder whether 
enough evidence is in for us to choose one or the 
other of these techniques. 

Mr. Pratt: I don’t think so. I think much more evi- 
dence is going to come. 

Miss Abdeliah: I think that much. more experimenta- 
tion needs to be done. What we are seeking to do this 
current year is to try and develop methodology 
which would attempt to find the answers to some 
of these questions. At the moment we don’t know. 
Once we have the methods, we still have to apply 
them to the medical center, to the 100-bed hospital, 
to the 50-bed hospital, to see if it works. I think 


that experimentation in various size hospitals, gov- 


ernment and nongovernment, should be encouraged 
to really find out what some of the bottlenecks are, 
what some of the problems are in establishing a 
P.P.C. program. 

Mr. Roswell: I feel that Mr. Bugbee has touched on 
something that is also fundamental to progressive 
patient care: is it better for patients to be moved 
about to accommodate the staffing pattern of a hos- 
pital or should the hospital staff and services be 
geared to accommodate the needs of the patient, re- 
gardless of their location? The progressive plan calls 
for movement of the patient and: perhaps we should 
investigate the merits of moving staff and equipment 
in terms of the patient requirements. I understand 
that to some degree this is now being done at the 
Presbyterian Hospital in New York. .. 

Mr. Thoms: I would make some quick comments about 
that. One of the things we found progressive patient 
care made us do was to recognize some basic hospi- 
tal problems that we had been ignoring for years; 
one of them being communications. We found, for 
instance, technicians were wandering around looking 
for patients occasionally, so we really had to do 
something about it. I think there is a question just 


- of economics here. It takes time to move a technician 


to a patient and if we can move 10 patients into the 
diagnostic area of the laboratory we save a lot more 
than sending a technician out looking for those 10 
patients. I think this is a throw-back to the float 
nurse. I really feel that economically we can do it 
better the other way. Now this may have to be 
proven by fact rather than by personal opinion. 

Mr. Roswell: The thing I was saying in no way touches 
on the principle that hospitals should rate and pro- 
vide for the nursing needs of patients. There are, 
however, various ways of providing for such needs 
and one is the method you are undertaking at Man- 
chester. 

Mr. Thoms: Another point on this flexible staff type of 


‘thing. This assumes that you are going to build your 
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hospitals at the high cost level you’re building them 
now. I think most of you would agree, there is a 
sizable portion of your hospital that will fall into 
self-service, hotel type of accommodation that can 
be built more cheaply. In a community hospital, we’ll 
say of 200 beds, there is no sense in building 20 per 
cent of it at the cost of $32 a day a square foot 
which it is in Manchester, if you can build it for $15 
to $18 which you could do, we think, in Manchester. 
Mr. Roswell: Yes. But that doesn’t interfere with the 
idea of having a flexible staff. : 

Mr. Bugbee: For 11 years, I tried to measure and some- 
times stimulate information for the field. We all 
know that there is a continual hunt for a new idea, 
and a new idea is certainly susceptible to a great deal 
of promotional impact because of the dearth of new | 
and startling ideas. Now the startling idea here is a 
new type of classification of patients and a resultant 
changing of even physical plant and staffing of a 
hospital—a complete revision. In the course of its 
introduction into the field it has certainly been 
described as one of the major answers to the cost of 
hospital care. This is a very significant thing to say 
in the face of steadily rising costs in hospital care. 
If we say to the public, sure it’s gone up but here’s 
a plan that would make it much more economical, 
I can’t believe there is anyone in the hospital field 


THE CONTINUATION te unit at Pe i ei Memorial accepts pa- who isn’t going to explore that. If you hitch a new 
tients whose treatment is to be carried out over a relatively long idea to such a thing in the face of a financial crisis 
eS in the hospital field, ’11 guarantee you’ll get a hear- 


ing. Now, part of our job today is to see whether 

| the promotions outrun the facts because the hos- 
PATIENT MORALE is an important consideration in the continuation pital field is in financial trouble and we don’t want 
care unit. A new hairdo is good medicine for this elderly patient. a lot of people acting foolishly before the facts lead 

ee ey | : them to action. How much do those facts lead? We’ll 
all grant there is a new, exciting concept here. 
‘Mr. Thoms: If we’ve done nothing else, that’s a major 
one. 
Mr. Bugbee: I would say it goes beyond what we’ve 
had. I don’t think classification is new but this proj- 
ect in Manchester means a different organization of 
your staff than you have had, your nursing staff, and 
in certain instances you are going to have to change 
your physical plant. 
Mr. Thoms: We think this will probably break down 
the cracks and crevices between social agencies in 
the community. We have not had time to do re- 
search last year and publish it so far, and in turn 
do research this year and still run a hospital at the 
same time. The other thing I want to point out to 
you is that we have some reasonably interesting 
patient acceptance in Manchester, doctor acceptance 
and nursing acceptance. Those of us who are so 
intimately involved in this are bound to be sub- 
jective but we are basing our facts on these other 
things plus what we have seen in our own hospital. 
It isn’t to us just ballyhoo on lower costs. 
Miss Abdeliah: We hope that this coming spring we 
will be able to share with hospitals what we are 
doing at Manchester. 
Mr. Bugbee: Are any of the demonstrations that you 
have turned up elsewhere at a stage where they 
could be evaluated as illustrative of the concept we 
have in mind? 
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ace progressive patient care is not just a classification. It is something 1 more 


than a classification.” —GEORGE BUGBEE 


Miss Abdeliah: Well, I think the work carried out by 
Dr. Charles D. Flagle on his experimental unit at 
Johns Hopkins Hospital, which I hope he will ics 
lish soon, is an excellent example. 

Mr. Bugbee: That’s relatively new. As you say, people 
are all excited about this. This is going to change 
hospital construction, hospital financing, third party 
payment arrangements. Is the evidence in to permit 
us to say this is a good thing or should we be going 
slowly and advising people to wait? 

Mr. Thoms: We’ll never get anything unless we do 
some experimentation. 

Miss Abdellah: I am sure the Public Health Service 
wouldn’t recommend that every hospital in the coun- 
try do this. Rather, we want to encourage experi- 
mentation to provide scientific evidence to show that 
one pattern is better than another pattern. 

Mr. Bugbee: Going back, are there any of the 100 in- 
stallations that you have found that you think have 
gone long enough to demonstrate what they have 
talked about or are they all such partial adapta- 
tions? In a way, I get from it that there are 100 
efforts of one sort or another and none of them very 
full blown. 

Mr. Thoms: I think the principle of progressive pa- 
tient care, and we've skirted costs all along, means 
to us that you are applying the ratio or trying to 
find that proportion of the patient’s bill that he 
should get and adjust it accordingly. 

Miss Abdeliah: I think there is one important point— 
the concept embodies five phases and if a hospital 
is only thinking in terms of an intensive care unit, 
then they are not thinking of the total picture of 
progressive patient care. 

Mr. Thoms: The thing that I think is awfully important 
is that if we are going to look at this and if people 
come to us for advice, we hastily point out to them 
that if you accept the idea that a special care unit 
is important to the care of your patient—and most 
people come with this concept in mind—that you’re 
putting on your patient, on your nursing staff, etc., 
an extra load over and above what they have now. 
Now, would it make sense in your particular local 
situation to look at your physical plant, look at your 
community, at your medical staff, and say maybe 
we should balance this off with a self-service unit so 


that you automatically have at least three levels 


when you start this type of thing. 

Mr. Bugbee: Now back to costs. 

Miss Abdellah: At Manchester, one major project being 
carried out by the Public Health Service is develop- 
ing a cost methodology for costing these various 
units. We hope that in the spring of 1959 the method 
will be available. 

Mr. Thoms: I think we should adopt a positive attitude, 
saying: here is a system by which hospitals are 
taking the bull by the horns and doing everything 
humanly possible. And things look reasonably good. 
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Maybe we are going to be able to convince the public 
that we are doing something about hospital costs. Not 
say to the public that whether you like it or not 
costs are going up automatically and there’s nothing 
in the world we can do about it because hospitals 
are different from industry. 

Mr. Bugbee: But aren’t costs going up? 

Mr. Thoms: Costs are going up but we are doing some- 
thing to see what we can do about leveling off or 
possibly reducing them on behalf of individual pa- 
tients. 

Mr. Bugbee: If it were solely public relations that’s 
one thing. But what is at stake here is the question 
of whether every hospital in the country should go 
through a major revision in order to reduce the costs. 
And the first signal for that is not public relations 
but whether they will reduce costs, and whether they 
really will improve care. That’s what we are really 
talking ito. 

Mr. Thoms: What I’m saying is that, for instance, when 
I get a letter from a free-lance magazine writer who 
said he wrote the American Hospital Association and 
they were skeptical and not so sure of this thing. 
This doesn’t reassure the public that something is 
being done by hospitals to combat high costs. This 
is a questionable attitude to take in view of a 
simple article for a popular magazine. 

Mr. Bugbee: Isn’t skepticism proper until the evidence 
is in? 

Mr. Thoms: Yes. But in the meantime, how are we go- 
ing to get evidence unless we encourage people to 
explore? 

Mr. Bugbee: I would hope that, whatever comes out 
of this discussion, we would all say that this is a 
consequential new approach to trying to study the 


; matching of facilities and personnel to the needs of 


patients and that it warrants everybody’s study and 
further demonstration and experimentation by more 
than one or two hospitals. Because it won’t be proved 
until we get further along. 3 

Mr. Thoms: Let me ask you this question. If you 
thought that you could give care to a patient for 
$12 for a private room instead of the $29 or $30 
that might be the average now, should you give it 
to him or shouldn’t you? Regardless of whatever 
evidence comes in, do you have a responsibility to 
do this? 

Mr. Bugbee: But, Mr. Thoms, we all agree that’s a 
segment of the hospital population but what we’re 
trying to tell is whether this grading system has 
dramatic possibilities of reducing, not for one person 
but over-all, the cost of hospital care. 

Mr. Thoms: But after all, isn’t it the individual patient 
who has a problem that he’s concerned about? 

Mr. Bugbee: That isn’t the public criticism. The public 
criticism is about the total population. 


Mr. Thoms: But they are talking on their own experi- 


ence, of what their hospital bill was, etc. I think you 
have every obligation to give that patient who only 
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needs self-service, self-service care. 

Mr. Bugbee: Most of the people are paying for their 
hospital care through Blue Cross. The attack right 
now isn’t on the individual. 3 | 

Mr. Thoms: Why should Blue Cross pay $15 if we can 
do it for $11 or $12? 

Mr. Pratt: I think we are going to be in an awful 
predicament with Blue Cross if they are going to 
pick out a population within a hospital and not 
average it out. 

Mr. Bugbee: Well, certainly the consequential thing 
is going to be the total cost they have to bear and 
that’s what we’re trying to examine and what’s at 
issue. I think it would be very unfortunate to take 
the fact that ambulant care for a small segment 
can be given economically and give the public the 
idea that, therefore, the whole hospital cost structure 
is just waiting for somebody to say cut it down to 
that level. That isn’t what we’re saying but yet 
that’s the way it’s being interpreted from time to 
time, and I don’t think I’m misstating it. I can cite 
some speeches by fairly important people that say 
it can be cut greatly. What we want to know is, is 
there proof that it can be? I think the most that we’ve 
gotten out of this discussion is that it isn’t yet proven. 
Mr. Pratt thinks, for instance, that he hasn’t proven 
it in the Rhode Island Hospital. You say that you 
cannot tell yet whether it has or not. I think you 
think that it is saving you over-all. 

Mr. Thoms: I don’t question that over-all we are in a 
better position than we were a year ago. Take the 
weighted average cost in Connecticut for a 200- 
300-bed hospital. We’re $3 to $4 less than any of 
them. | 

Mr. Bugbee: Will you make your final statement, Mr. 
Roswell, as to what you think the hospital field’s 
attitude should be toward progressive care as here 
defined? 

Mr. Roswell: I don’t feel that I’m in a position to talk 
about the attitude the hospital field should take 
toward progressive patient care but I’d like to put in 
a plea that the potential savings to hospitals and 
patients not be over-emphasized until more facts are 
available to justify such statements. A low per diem 


cost in a self-help unit, for example, is no indication | 


that the over-all cost of providing care to patients 
is going to decline. This has yet to be proven, par- 
ticularly if we think in terms of cost to the patient 
er cost to third parties. 

Mr. Bugbee: I think you’ve been very clear on that. 
Mr. Pratt, if you were Mr. Average Hospital Admin- 
istrator and Board in the country and were out to 
build a new hospital, would you plan the physical 
plant, to a degree that it was not reversible, around 
progressive patient care? 

Mr. Pratt: I feel that in a hospital with clinical services 
and house staff teaching programs, the answer is ‘“‘no”’ 
for the active clinical services except, of course, we 
should have postanesthesia recovery rooms and an 
intensive care unit for all patients, which were ac- 
tually designed and built into our building. As I 
look into Rhode Island Hospital, I recognize that we 
have a unit for extended care for children, which 
some might classify as a self-care unit. For adult 
patients, I would think the other end of the rainbow 
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would be a rehabilitation unit within the hospital 
structure, and I certainly feel that the housing 
facilities for patients on an active rehabilitation pro- — 
gram might be self-help. Certainly, it would call for 
a common dining room, a day room, a recreation 
room, and exercise room, etc. Now, when you get 
into a less highly geared hospital without scientific 
teaching, the more community type hospital—the 
pattern may well be different. However, I continue 
to feel that we are still in the pioneering stage. The 
pattern for one hospital may not be the pattern for 
another hospital and I continue to feel that in cer- 
tain circumstances, with an average stay of eight 
days, that several transfers are not wise. But it is 
wise for us to study patterns of patient care, and I 
think anyone who is experimenting or pioneering is 
entitled to commendation. 

Mr. Bugbee: You’ve answered the question. I’m pre- 
suming, Mr. Thoms, that you, if you were planning 
a new hospital would go somewhat further than that. 
Mr. Thoms: I would have to be the victim of my own 
experiences. 

Mr. Bugbee: But you are doing it now in an experi- 
ment. Would you recommend it to people who are 
planning a new hospital? 

Mr. Thoms: I can’t help but feel on the basis of my 
own personal experience that I would lean toward 
the adoption of this system even when it digresses 
from the conventional way. 

Mr. Pratt: In our circumstances, we are highly geared 
to clinical services and we think our orthopedic pa- 
tients get better care by being grouped on an ortho- 
pedic floor with all of the people equipped and with 
the skill for the care of these patients. 

Mr. Thoms: I would point out to you one thing which 
didn’t come up in anything here. We deliberately 
put this into effect in an existing hospital building © 
on the basis that not everybody was going to be 
able to plan a new facility and that we thought the 
emphasis in the future was going to be on renova- 
tion. We are convinced that there is a higher level 
of patient care, a higher satisfaction, all the rest of 
those things, even in an existing building as it is 
today. And that now armed with a functional expe- 
rience which is as scarce as it may be, we are in a 
better position to help architects, consultants, etc., 
to plan. It’s not quite as hit or miss as it might 
sound. 

Mr. Bugbee: I think the field owes a good deal to Man- 
chester and the Public Health Service for really 
studying why we’re doing what we are. Whatever the 
results are, we’re bound to be better off in patient 
care. We’ve got to agree here that we are still look- 
ing but the looking is the important thing and the 
field as a whole can do some looking to help it. 
Miss Abdelich: I just want to say that from the Public 
Health Service’s point of view’ our concern, as is 
the concern of the American Hospital Association, is 
finding ways to improve patient care. We are study- 
ing progressive patient care as one approach. There 
are many other approaches that can be used. We are 
trying to identify the problems and the bottlenecks 
and find some definite answers. Experimentation in 
other hospitals needs to be encouraged. 

Mr. Bugbee: Thank you. 
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when precise volume control 
is imperative in pediatric infusions 


Volu-Trole™ 


The disposable Volu-Trole Saftiset provides 
accurate control of volume and drip rate 

for I.V. infusions. Thus it reduces the 
possibility of fatal overhydration in pediatric 
patients. Volu-Trole Saftiset is sterile, 
pyrogen-tested and ready for immediate 

use with all standard flasks. 


and for safer, 
easier needle insertion, use the. 

Cutter Pediatric Scalp Vein Set 
with the Saftigrip™ 


Saftigrip provides easy fingertip 
control, holds the needle bevel 
in correct position, and simplifies 
insertion. Infusion Set requires no 
head restraints. Baby is more 
comfortable. Set is sterile, ready to 
use. Available with 23 gauge 

- needle for fluid infusions or 20 
gauge needle for blood infusions. 
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also win 
(Darrow’s Solution) 
for potassium replacement in infantile diarrhea 


CUTTER| CUTTER LABORATORIES Berkeley, California — 
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The followg_actions were taken 
by the Board of Trustees of the 
American Hospital Association at 
its meetings in Chicago on Nov. 
20-21, 1958. Further actions of the 
Board will be reported in subse- 
quent issues of this Journal. 


COMPLAINTS AND GRIEVANCES 
VOTED: To adopt a policy to con- 


sider complaints from any source sub- 
mitted to the American Hospital Asso- 
ciation, provided such complaints can 
be related to the Code of Ethiés 
adopted by the American College of 
Hospital Administrators and the Amer- 
ican Hospital Association in September 
1957; further, 

To charge the Council on Associa- 
tion Services, acting as the Committee 
on Complaints and Grievances, with 
considering and determining the dis- 
position of such complaints; further, 

To approve the Hearing Procedure 
for Considering Complaints and Griev- 
ances (see below), for incorporation 
in the Association Regulations of the 
American Hospital Association, and 
further, 

To suggest to state hospital asso- 
ciations that they consider establish- 
ment of similar procedures for con- 
sidering grievances. 


HEARING PROCEDURE FOR CONSIDERING 
COMPLAINTS AND GRIEVANCES 


Approved by Board of Trustees 
Nov. 21, 1958 
1. Complaints and_= grievances 
shall be considered by the Coun- 
cil on Association Services, act- 
ing as a Committee on Complaints 
and Grievances. The council, if it 


deems the matter complained of to — 


merit a hearing, shall cause the 
complainant to be notified of the 
opportunity to request such a 
hearing. 

2. If the complainant requests 
a hearing within such time limit 
as the Committee on Complaints 
and Grievances shall specify, the 
parties complained of shall be no- 
tified, by the committee, of the 
pending complaint. All parties of 
interest shall be informed of the 
time, place, and nature of the 
hearing, the authority for conduct- 
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ASSOCIATION 


SECTION 


ing it, the matters under consider- 
ation, and the disciplinary action 
which may ensue. 

3. Only a specific request for a 
hearing shall be considered as such 
by the Committee on Complaints 
and Grievances. The committee 
may, if circumstances warrant, au- 
thorize a hearing even in the ab- 
sence of a _ specific request for 
hearing, if information brought to 
the attention of the committee in- 
dicates that a hearing is desirable 
in the best interests of the Associa- 
tion and the hospital field. 

4. If the Committee on Com- 
plaints and Grievances shall de- 
termine that a complaint is of a 
local (regional, state, metropoli- 
tan) nature, such complaint may 
be referred to the appropriate 
local body for disposition. Should 
the matter not be resolved at the 
local level within a reasonable 
period of time, the complaint may 
be resubmitted to the committee 
for reconsideration. 

5. Upon notification by the 
Committee on Complaints and 
Grievances that a hearing has been 
authorized, the chief administra- 
tive officer of the Association shall 
designate a time and place for the 
hearing and shall appoint a hear- 
ing panel of three persons who 
are personal members the As- 


sociation or who are associated 


with organizations which are in- 


COMMITTEE ON NOMINATIONS 
The meetings of the Committee on 
Nominations called for room 210 of 
the American Hospital Association 
Headquarters Building have been 
changed to the Ogden Room of the 
Lake Shore Club, Chicago. Dates and 
times of the meetings remain un- 
changed from those previously an- 
nounced, that is, February 4 and 5, 
1959, from 11 a.m. to 12 noon each 
day. 


stitutional members or contract- 
ing organizations of the Associa- 
tion. 

6. There shall be due regard 
for the convenience of the parties 


in selecting the time and place to 
conduct the hearing. A transcript 
of the proceedings may be pro- 
vided at any party’s request and 


expense. Persons who are associ- 


ated with any of the parties to the 
hearing, or who have engaged in 
investigating the matter, shall not 
serve on the hearing panel. Any 
party appearing at the hearing 
shall have the right of counsel, 
who need not be an attorney. 

7. The hearing shall be con- 
ducted in an impartial manner. 
Hearing officers shall rule on re- 
ceipt of relevant evidence, direct 
that depositions be taken if in the 
interest of justice, and make de- 
cisions on the issues involved. A 
notary public or other person au- 
thorized to administer oaths and 
affirmations under the law of the 
state where the hearing is sched- 
uled to take place shall be present 
at the hearing to take oaths and 
affirmations. 

8. Judicial rules of evidence 
need not be followed. Oral or doc- 
umentary evidence may be re- 
ceived by the hearing panel but 
irrelevant, immaterial, or unduly 
repetitious evidence may be ex- 
cluded. The panel shall base its 
decisions on the entire record or 
body of evidence and its decisions 
shall be supported by reliable, pro- 
bative, and substantial evidence 
contained in the record. 

9. The parties to the hearing 
may present their cases by oral or 
documentary evidence, submit re- 


_buttal evidence, or conduct cross- 


examinations as may be required 
for full and true disclosure of the 
facts. Cross-examination of wit- 
nesses shall be allowed to any 
party. A member of the legal staff 
of the American Hospital Asso- 
ciation shall be available to the 
hearing panel. 

10. The decision of the hearing 
panel shall be in writing and 
signed by each hearing officer and 
shall be rendered as expeditiously 

(Continued on page 116) 
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How Mt. Sinai Hospital gains 
nursing time, cuts foot travel, 
speeds all services! 
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“IS MY DOCTOR EXPECTED?” 


= 


“YES, MRS. HAYES— MAY 


AUDIO-VISUAL NURSE CALL SYSTEM. At Mt. Sinai, Executone’s two-way voice communication between patient 
and nurse cuts nurse’s foot travel more than 60%...allows nurse more time for actual patient care. 


New York's famed Mt. Sinai Hospital has pioneered in the appli- . 


cation of electronic voice communication. Starting 14 years ago 
with its first Executone Intercom System in the Radiology Depart- 
ment, Mt. Sinai quickly extended the use of this modern time- 
Saving equipment. 

Today, Executone is an integral part of Mt. Sinai, serving the 
entire hospital. With 325 beds already served by Executone’s Audio- 
Visual Nurse Call System, Mt. Sinai has applied other Executone 


intercom and sound systems to its many services and departments. 


Thousands of needless steps are saved daily at Mt. Sinai with 
Executone—clear, distinct two-way conversations take place at the 
touch of a button. The over-all result is more personalized patient 
care and improved administrative efficiency. 


NNTRAL KITCHEN COORDINATION. An average of 
'00 meals are served daily, Executone speeds activi- 
's with communication between Steward, Dietician, 
pod Preparation and Serving areas, 
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RADIOLOGY TRAFFIC CONTROL. Handling 
of patients coordinated through Executone 
between technicians, Reception area, Dark 
room, Film Files, and Chief Radiologist. 


Hospitals throughout the nation have discovered the effective- 
ness, economy and complete dependability of Executone for all 
services. Executone’s Audio-Visual Nurse Call System alone is now 
serving over 12,000 hospital beds. Find out—without any obligation 
—how Executone can work for you as it does for Mt. Sinai and the 
entire hospital field. Write to Dept. U-4 for further information: 
Executone, Inc., 415 Lexington Avenue, New York 17, N. Y. 

(In Canada—331 Bartlett Avenue, Toronto.) 


HOSPITAL COMMUNICATION SYSTEMS 


NON-CORRIDOR PAGING. Doctors’ paging calls at 
Mt. Sinai are reproduced at Nurses’ Stations—not in 
Patient Corridors. (Arrow indicates paging unit.) 
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I / OW OFTEN is the chief or di- 
rector of a nursing service 
visualized as a person sitting at 


a desk surrounded by papers? 
How many chiefs or directors view 
themselves this way? Direct pa- 
tient care, after all, is not their 
personal function; then, too, their 
position actually may have re- 
moved them both spatially and 
psychologically from the areas 
where direct patient care is a pri- 
mary order of business. Neverthe- 
less, the ultimate purpose of their 
position remains the same as that 
of any ward nurse: ensuring the 
best possible patient care. This 
goal is a difficult one to reach 
under even the most favorable 
circumstances. It can be approxi- 
mated only when there is agree- 
ment and coordination among all 
those working toward this end. 
The kind of situation in which 
people can work together with a 
common purpose can develop best 
where there is free communication 
and understanding both vertically 
and horizontally. This again is a 
goal which can but be approxi- 
mated in varying degrees. Partial 
communication and partial un- 
derstanding is the usual compro- 
'mise. Some of us have had the 
exhilarating experience of being 
with a person where half a dis- 
cussion is necessary and yet full 
communication is taking place. 
This is a rare experience indeed, 
Sara E. Martin, R.N., M.N., is Chief, 


Nursing Service, Veterans Administration 
Hospital, Sepulveda, Calif. 


60 


Communication on a personal level 
between the director of nursing and 
personnel of the evening and night 
tours of duty is one of the most diffi- 
eult problems facing the director, the 
author contends. She presents the idea 
of the director making nursing rounds 
on all tours of duty not as a brand 
new approach or as a panacea for the 
problem, but rather as a stepping 
stone to the development of a truly 
cohesive working group through closer 
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one that may happen only once or 
twice in a lifetime. The more com- 
mon experience is a heavy and 
complete discussion which results 
in but partial communication de- 
spite the effort and time expended. 


DISCUSSION A SKILL 


Discussion and communication 
are skills and sensitivities which 
can be learned just as dance steps 
can be learned. The novices in 
both communicating and dancing 
stand out clearly when contrasted 
with the more expert. We are 
more accustomed, however, to 
evaluating the skill of dancers 
among a group than we are to 
studying the skill of communica- 
tors with whom we deal in every- 
day work. As a result, we have 
become so accustomed to the par- 
tial communication which goes on 
about us that we may not even 
be aware of the extent of it. In 
such a situation there is a con- 
stant danger of misunderstanding 
the written or spoken communi- 


Getting to know them: 


THE PERSONAL TOUCH 
IN NURSING STAFF 


COMMUNICATIONS 


by SARA E. MARTIN, R.N. 


cations which state over-all policy 
and which initiate or direct the 
actions of personnel working in 
patient care. 

This problem occurs quite fre- 
quently within even the best man- 
aged nursing service. In large 
hospitals, with their diversified 
types of patients and nursing care 
and their far-flung physical fa-. 
cilities, it is to be expected that 
various hospital areas will develop 
different procedures and philoso- 
phies peculiar to their situation. 


This divergence in procedure is 
a natural and desirable thing, gen- 
erally speaking but it does have 
drawbacks. When what is consid- 
ered a clearly stated nursing serv- 
ice policy or directive is issued in 
such a setting, many different in- 
terpretations are likely to result 
from the differences in local pro- 
cedure and philosophy among the 
various nursing units. It also is 
quite possible that conflicts may 
develop as a result of a lack of 
understanding of the reason for 
the development of or the purpose ~ 
of the new directive. This may be 
true regardless of how many meet- 
ings or group discussions have 
been held to formulate the change, 
since information from these 
meetings cannot reach every in- 


dividual within the service with — 


identical interpretation. 
To return to the original ques- 


tion, how can full communication 
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There are a lot of reasons why so many physi- 
cians specify Bufferin. For instance, it’s better 
tolerated than plain aspirin—many times bet- 
ter tolerated according to one recent study! of 
236 patients. Therefore, it’s the choice when 
high-dosage or long-term salicylate therapy 
is indicated. And Bufferin contains no sodium 
—so it’s ideal for effective pain relief when the 
patient’s on a low-salt or salt-free diet. 


Bufferin makes work easier for the hospital 
staff too: no stomach upsets to waste nursing 
time—the fast onset of action means fewer of 
those “why don’t I feel better yet” calls. 


BUFFERIN: 1,000's save money - save space - save time 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 
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“YES...1 HAVE SPECIAL REASONS FOR SPECIFYING BUFFERIN™ 


And the new 1,000 tablet hospital size bottle 
of Bufferin means that you can now economi- 
cally stock this fine analgesic for general hos- 
pital and out-patient use. Be sure it’s available 
in your pharmacy. 

Each Bufferin tablet combines 5 grains of aspirin 
with Di-Alminate (Bristol-Myers’ name for the ex- 


clusive combination of the antacids aluminum glycin- 
ate and magnesium carbonate). 


1. Sher, D. B.: Aspirin and APC Irritation of the Stomach, 
Scientific Exhibit, World Congress of Gastroenterology; 
Washington, D.C., May, 1958. 


OR HOSPITAL USE 


: 
¢ 
; 
; 
3 
4 
$ 
3 
4 
| 
3 
> 
2 
4 
a 
a 
| 
| 
4 oh 
1000 TAMETS 3 
| 


be achieved? The essence of good 
communication is arriving at an 
understanding, even if agreement 
is not possible. What are the ele- 
ments of understanding, then, and 
how does one develop it? 


KNOW THE OTHER PERSON 


One of the elements of under- 
standing is knowing the other per- 
son—knowing his interests, goals, 
and the level of understanding of 
which he is capable. This, of 
course, works both ways. The per- 
son communicating with the di- 
rector of nursing must know the 
individual personally and must 
have some appreciation of these 
more private elements just as the 
director of nursing must know 
personally the individuals with 
whom he or she communicates. 

Personal contact is important, 
then. Personal contact ‘may be of 
a conference type, as when a chief 
nurse attends meetings with staff 
and head nurses, goes to inter- 
tour or day supervisory staff con- 
ferences, or meets with members 
of the nursing service at training 
sessions. These meetings serve a 
purpose but usually do not over- 
come the typical reaction of many 
personnel that “the office’ does 
not know the different routines 
nor understand the problems that 
confront nursing personnel on the 
three tours of duty in each setting 
within the hospital. 
more is needed to supplement com- 
munication in this vulnerable area. 
‘Something is needed to ensure 


24 hour communication which will 


make possible a more personal un- 
derstanding among all levels and 
all areas of nursing. 


ROLE OF NURSING ROUNDS 


A method that has been found 
useful in supplementing and mak- 
ing more personal the communi- 
cation between “the office” and 
the various nursing units has been 
the extended use of nursing unit 
rounds, Visits by the director of 
nursing to nursing units give per- 
sonnel an opportunity to know 
the person as well as the title. 
Such visits also provide person- 
nel with the elements necessary 
to understanding communications 
regarding policy and the over-all 
functions of the nursing service. 

From the director’s standpoint, 
actually seeing personne] in their 
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own surroundings, visiting pa- 
tients, participating in various 
staff and patient activities, observ- 
ing patient care, and being a part 
of the nursing unit activities for 
the period of nursing rounds pro- 
vides him or her with a better 
basis for making policy decisions. 
These experiences also develop a 


more personal appreciation of and . 


familiarity with nursing § staff 


members. 

Nursing rounds are a-part of 
every well run nursing service 
operation, and it is not meant that 
the use made in this instance is 
a new solution to an old problem. 
It is expected that the director of 
nursing will make time for nurs- 
ing unit rounds on the day tour 
of duty and that these rounds will 
be given priority among the many 
duties the head of a nursing serv- 
ice has during each day. 


The frequency, extent, and ef- 
fectiveness of nursing unit rounds 
vary greatly, however, depending 
somewhat upon the delegatory 
ability of the director and partly 
upon his or her ability to estab- 
lish good relationships with the 
nursing staff at the level of the 
nursing unit. The extent of the 
latter ability may serve, in fact, 
as a rather good measure of the 
probable effectiveness ‘of com- 
munications between “the office”’ 
and the hospital nursing staff. A 
good test is whether nursing unit 
personnel receive the _ director 
with a friendly ‘“Hello—there’s 
something I’ve been waiting to 
show you’’, or similar greeting, or 
whether they jump to attention, 
tense and ill-at-ease, and make 
the nursing director just as un- 
easy as they appear to be. Hall- 
mark of success in these relation- 
ships is acceptance of the director 
by the nursing unit staff as an- 
other individual sincerely inter- 
ested in good patient care and in 
their particular successes or prob- 
lems in working toward this goal. 
Success comes when the director 
has been able to overcome being 
a title and is regarded as a person. 

Similar working hours make it 
easier for the director to establish 
good relationships with personnel 
on day work. There are greater 
problems, however, in reaching a 


mutual understanding with the 


VALUE OF ROUNDS VARIES 


evening and night tours of duty. 
How many nursing rounds are 
made on the two tours of duty 
often called “the lost tours?” 


NIGHT SERVICE CUT OFF 


Especially in general medical 
and surgical services, personnel 
on the evening and night tours are 
likely to have some contact with 
ward physicians but very little 
contact with the so-called “‘brass’’. 
They are cut off completely from 
the usual run of meetings, con- 
ferences, training sessions, and 
other occasions where they might 
make personal contributions and 
establish personal relationships 
with policy-determining staff in 
their own service. 

Personnel on the evening and 
night tours make up a large por- 
tion of the staff of any nursing 
service. The importance of their 
contribution to patient care is 
magnified by the relative absence 
of staff and programs from other 
professions during the time they 
are working directly with patients. 
Should they not receive equal con- © 
sideration and attention? Do not 
the policies, procedures, directives, 
and general information apply 
equally to them as to the day 
tour? Is it not just as desirable 
and necessary that the director of 
nursing know them as intimately 
as possible and that they be given 
the opportunity to know their 
professional and administrative 
leader? 

The director cannot be expected 
to be as well acquainted with eve- 
ning and night personnel as with 
those on the day tour. However, 
if evening and night personnel are 
to participate in the formation of 


policies, directives or procedures, 


they must feel free to express 


themselves. This applies particu- 


larly to the staff nurse, licensed 
vocational nurse, the nursing as- 
sistant or hospital aide. In order 
to develop this freedom, they must 
be met in their own place of op- 
eration. This quite naturally makes. 
interaction easier, as they are “at 
home”. In addition, this helps 
convince them that the director 
recognizes the importance of their 
part in patient care. 


The dividends to be reaped from 
the director’s spending a little 
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Getting the Pill to the Patient 
A Candid Look at New 


Procedures for the 
Small Hospital Pharmacy 


by Alfred A. Mannino 


McKESSON & ROBBINS, INC, 


Less than half the 7,000 hospitals in the country 
have accredited pharmacists on their staffs, yet more 
than 30% of every supply dollar goes for pharmacy 
purchases. Population is increasing at the rate of 
more than 7,000 people per day. Disposable incomes 
continue to ‘spiral. These factors point to a continued 
expansion in hospitals and hospital services. But 
while hospitals are growing in number and facilities, 
the number, of trained hospital pharmacists 1s not 
keeping pace, and today’s shortage will become even 
more acute as time goes on. 


How to provide economical care for the constantly in- 
creasing patient load and compensate for the decreas- 
ing number of professionally trained personnel, and 
at the same time cope efficiently with the growing 
complexities of modern drug buying, is one of the 
toughest problems facing hospital administrative 
staffs today. 


How are hospitals meeting this challenge? In 
smaller hospitals, who | is responsible for “getting the 
pill to the patient ?”” Sometimes it is the general pur- 
chasing agent. Often an overworked doctor or nurse 
—or even the administrator himself. But whoever it 
is, this extra responsibility is a. tremendous burden, 
especially when you consider the some 7,000 items 
with which the average hospital pharmacy deals. Ob- 
viously, a knowledge of the economic factors of suc- 
cessful management activities, particularly astute 
buying and inventory procedures, is essential to his 
success. One serious problem confronting hospitals 
today is the increasing number of new and non- 
standard items. New items, new sizes and duplicates 
have also become a costly factor. Even storage is a 
headache. Less than half the country’s hospitals are 
able to handle more than a three-month inventory. 


Two keys to efficient hospital pharmacy operation, 
then, are: standardization and _ scientific inventory 
management. But how is the already overburdened 
person in authority to achieve them without a trained 
hospital pharmacist ? 

The answer—and, fortunately, there is an answer— 
is to look to'a supplier of unquestioned integrity and 
comprehensive services to act as a reliable pharmacy 
consultant. A good supplier can be counted on to 
screen and select only drugs and drug products pro- 
duced by reputable manufacturers, thus insuring re- 
liable merchandise and reduce the need to carry non- 
standard items. He will also help maintain a stock 
level at which the combined costs of procuring supplies 
and carrying inventory are at a minimum. And there 
are countless other services he can offer. Thus, it is 
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important to choose a supplier carefully, to investigate 
his qualifications and services thoroughly. Here is a 
checklist of 6 basic questions to aid in his selection: 


1 Will he give you competent professional advice that is 

honest and unbiased? (Fach one of Mc Kesson’s Hos- 

pital Service Departments offers the servicesof a re- 

sponsible drug therapy consultant—"‘Rex” McKay®% 

a trained pharmacy specialist, who is ready to ad- 

vise on specific problems, to speed emergency de- 

livery service when requested and to keep you 
abreast of the latest drug developments.) 


y) Does he carry a complete stock of all items you might need? 
(McKesson buys from every major drug manu- 
facturer as well as manufacturing under its own 
label, and researches every new item on the 
market to determine which manufacturer makes 
the one best suited to hospital use. McKesson also 
provides warehouse facilities for bulky ttems for 
many small hospitals.) 


3 Does he have the latest information on new developments 
in the drug field? (I wice a year, McKesson’s Hos- 
pital Service Department men undergo intensive 
training to help them keep up with new products, 
new methods, new developments that will in turn 

help hospital pharmacists.) 


4 Does he buy in large quantities direct from manufacturers? 
(Whenever quantity purchasing is advantageous, 
\.cKesson does so and passes the savings along.) 


5 Does your supplier have national distribution? 

(McKesson & Robbins, for example, maintain 82 
protessionally staffed and completely stocked 
Hospital Service Departments throughout the 
country. They service well over half the country’s 
7,000 hospitals right now and have a total of 125 

years’ experience in dispensing, manufacturing and 
distributing drug and pharmaceutical products.) 


4 Is he nearby and readily available? (McKesson’s 82 
Hospital Service Units are strategically located 
throughout the country. They offer a local source of 
supply that is available any hour of day or night 
for emergency deliveries as well as routine service.) 


Some hospitals, of course, buy direct, but 60% find 
McKesson & Robbins Hospital Service Departments 
“just what the doctor ordered.”’ They depend largely 
on Mckesson for economical and efficient manage- 
ment of their hospital pharmacies. McKesson’s 
Hospital Service Departments make a specialty of 
servicing the small hospital pharmacy and they wel- 
come inquiries on any phase of hospital pharmacy 
operation. We will send you the name of the McKesson 
Hospital Service Department nearest you—address 
inquiry to A. A. Mannino, McKesson & Robbins, 
155 East 44 St., New York 17, N. Y. 
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time on these two tours of duty 
are limitless. Visits are anticipated 
with pleasure, as demonstrated by 
such remarks as “I’ve been wait- 
ing to ask you what happened to 
cause you to say this’’, or “I made 
extra special coffee tonight’’. 

If rounds are planned and it is 
a so-called “quiet night’’, one finds 
the more leisurely atmosphere 
more conducive to free expression 
than the hustle and bustle that 
commonly characterizes the day 
tour. For this reason, as much 
may be accomplished on the less 
frequent evening and night tour 
rounds as on the more regular 
day rounds. Being acquainted with 
the staff as more than just a list 
of names is not only rewarding 


to the nursing director in a per- 
sonal sense but it also promotes 
closer observance of information, 
policies, and procedures. In other 
words, when personnel “know” 
more than a recognized signature, 
they often give the owner of the 
signature the benefit of doubt in 
following requests until under- 
standing can be accomplished. 
The idea of a director of nursing 
service making rounds on all tours 
is not presented as brand new or 
as a panacea; the aim here has 
been to point out that these rounds 
can be a stepping stone toward 
the goal of good around-the-clock 
communication as well as a means 
of developing a truly cohesive 
working group. . 


NOTES AND COMMENT 


Statistics show increased hospital use 


Dramatic evidence of the striking increase in usage of hospital fa- 
cilities over the past two decades is offered in statistics compiled by 


four Connecticut hospitals. 


The statistics, covering laboratory tests and x-ray examinations, con- 


trast the utilization of these services in the mid-1930’s with that in the 


mid-1950’s. 

In one hospital, Windham Com- 
munity Memorial Hospital, Wil- 
limantic, approximately six times 
as many laboratory examinations 
were given in 1955 as were given 
in 1937. Exact figures were 4239 
examinations in 1937 and 26,638 
in 1955. Ten times as many x-ray 
examinations were given: 813 in 
1937 compared with 8,136 in 1955. 
The latter figure does not include 
1212 chest x-rays given on ad- 
mission. 

In St. Francis Hospital, Hart- 
ford, nearly 10.5 times as many 
x-ray examinations were given in 
1956 as were given 20 years earlier. 
Laboratory examinations increased 
roughly fivefold in the _ period 
1936-56. For x-rays the score was 
3326 in 1936 and 34,822 in 1956, 
the last figure not including 9,749 
chest x-rays on admission. For 
laboratory tests, the hospital’s 
figures were 42,424 in 1936 and 
228,476 in 1956. 

The number of laboratory 
examinations given at Hartford 
Hospital increased approximately 
4.5 times between 1936 and 1954: 
from 59,789 tests in 1936 to 268,- 
816 in 1954. 

Waterbury Hospital, the fourth 


64 


Connecticut hospital that com- 
piled figures, contrasted 1940 
with 1956. Approximately 4.5 
times as many x-ray examinations 


were given at the hospital in 1956 


as were given in 1940: 19,364 
compared with 4092. Laboratory 
examinations tripled, rising from 
51,548 in 1940 to 155,338 in 1956. ® 


Plastic waste bags seen 
as potential hazard 


Disposable plastic bags for waste 
buckets in operating and delivery 
rooms have now made their ap- 
pearance. These bags, when filled, 
are to be removed from the con- 
tainers and burned or destroyed 
by any acceptable method. Many 
hospitals are using these bags be- 
cause they offer certain obvious 
advantages over the older methods 
of collecting soiled material. 

Because of their increasing pop- 
ularity, it became evident that the 
disposable bags should be chécked 
for the hazard of static electricity 


which is a major issue with all 


plastic material. It was found that 
ordinary handling of the bags can 
develop electrostatic charges with 
potentials varying from 300. to 
5000 volts. Ordinary handling, in 


this instance, refers to opening 
the bag and placing it in the rigid 
container and later lifting it out 
for disposal. 

Since the filled plastic bags are 
not likely to be removed during 
surgery, it must be admitted that 
the danger of static spark ignition 
presented by their use in anesthe- 
tizing areas is remote and that 
they may never prove to be the 
cause of a fire or an explosion of 
flammable anesthetic agents. How- 
ever, a potential hazard is present 
and we are cognizant of it. There- 
fore, it is advisable to use paper or 
cotton bags or other similar ma- 
terial for the wastebasket or 
bucket rather than fool around 
with items whose properties of 
electrification are easily demon- 
strated.—GEORGE J. THOMAS, M.D., 
writing in the November 1958 is- 
sue of American Society of Anes- 
thesiologists Newsletter. . 


Isolation of newborn 
seen as infection control 


Nursery epidemics of staphy- 
lococci, streptococci, and other or- 
ganisms ultimately could be con- 
trolled by separating the newborn 
from other infants in the hospital, 
Edith Potter, M.D., professor of 
pathology at Chicago Lying-In 
Hospital, said in a lecture during 
a postgraduate obstetrics and pe- 
diatrics seminar held recently in 
Daytona Beach, Fla. 

Each infant should be isolated 
with its mother as soon after birth 
as possible, she said, instead of 
being placed in a large newborn 
nursery. The pathologist suggested 
that as an alternative, limited- 
space nurseries should be estab- 
lished to care for not more than 
four infants, all born within the 
same 24 hours. 

The same nurses, Dr. Potter 
continued, should continue in at- 
tendance throughout, and there 
should be daily distribution of 
autoclaved packages of linen and 
other necessities. Rigid antisepsis, 
Dr. Potter said, should be the rule, | 
and no other infant should be ad- 
mitted until the original four have 
been removed and the room dis- 
infected. 

Dr. Potter emphasized that nurs- 
ery epidemics are not an exten- 
sion of infant disease but manifes- 
tations of a failure in antisepsis. ® 


HOSPITALS, J.A.H.A. 


COLD” STERILIZATION 
WITH THE AMERICAN 


Climaxing more than eight years of intensive 
research and development by American 

Sterilizer, the Cry-O-Therm establishes wholly 
new standards for cold (gaseous) sterilization 


of instruments and wrapped or pre-packaged 
surgical and laboratory supplies. Simple 


to install, easy to operate, fast, safe and 
fully automatic, the Cry-O-Therm provides 
the first completely practical technique 


for hospital sterilization of heat- or moisture- 


sensitive items. 


pea Exclusive — 


new gaseous sterilizing agent known as 
Cry-OXCIDE has been developed by 


Amsco. In convenient, disposable, aerosol 
containers, Cry-OXCIDE combines 
ethylene oxide and inert gases in a low- 
pressure, non-flammable, non- 


explosive mixture. 


has ample capaci 


endoscopic instrument. 
automatic with full-load cy 


as fast as two hours. 


Write for bulletin SC-310. 


AMERICAN 


STERILIZER  oftices in 14 Principal Cities 


ERIE*PENNSYLVANIA 
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Only CURITY has the two finest 
plaster bandages 


the right cast 


to give you 


every fracture case 


OSTIC* 


all-around 
high utility 


Strong, fast and precise, this is the 
everyday, easy-to-use bandage. It 
delivers at least 97% of the original 
plaster to the cast because of the in- 
separable bonding of plaster and 
starch-free crinoline. Available in 
two settings of Fast (5 to 9 min.) and 
Extra-Fast (2 to 5 min.). 


Ostic bandages stand up: under 


all kinds of wear, even with those 


rambunctious little patients. It is 
also known for being consistent. 
Every time you open that water- 
proof package, you know you’re 
going to get the same good results 
you had with the last one. 


For strength and all-around, every- 
day use—OSTIC 


Gypsona 


Shiny and pure, this is the famous 
finely-ground plaster imported fram 
a special quarry in England. While 
it performs all the functions nor- 
mally expected of plaster, Gypsona 
has certain exceptional qualities. 
There’s the interlocked, woven 
fabric that provides exceptional con- 
formability around bones, protuber- 
ances—even indentations. (Setting 
time 4 to 5 min.). Then, Gypsona has 
an extraordinary combination of 
lightweight mobility and iron-like 
durability. And you get a gleaming, 
snow-white finish. Every time. 
True, you pay a little more for 


’ Gypsona. But it gives you an un- 


commonly broad versatility in plaster. 


FREE BOOK —"“Gypsona Technique’’, textbook of mod- 
ern plaster methods, 140 illustrations. Write Bauer & aoc 
—309 W. Jackson Blud., Chicago 6, Ill. . 


Curity 


| Bauer « Black 
Pp A S E be A N D A G F DIVISION OF THE KENDALL COMPANY | 


Ostic and Gypsona come in 
individual airtight packages 
which prevent pre-setting. 
Plaster stays fresh indefinitely. 


*Reg. T.M. of TJ. Smith & Nephew Ltd. 
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‘Sear “acl, 


EASILY APPLIED 


simplifies hospital ini 
office, in the deliver 


insert 


typed identification card. (Tear off 
stub). 


adjust 


strap to size of wrist or leg, placing 
one of pre-punched holes of strap 
over fastener stud. 


ONE SIZE 
fits all patients 
(infants, children, adults) 


NO special tools required 
NO small parts to handle 


socket of fastener to stud, thus 
assuring a permanent lock. 


snip off 
excess portion of strap. 


* (for Very Important 
Patients) — all of 
them, of course. 


iPCO HOSPITAL SUPPLY CORPORATION 
161 SIXTH AVENUE, NEW YORK 13, N. Y. 
BRANCH OFFICES: 6611 Lincoin Avenue, Chicago 45, Ill. 
9109 Sovereign Row, Dallas 35, Texas — All Hospital Supplies and Equipment 


A Complete Source for 
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| IPCO’s permanent-locki 
| KWIK-ID 
| A simple, practicg 
| hospital identif 
Soft, pliable, non-toxic vingl GF fect 
for any size wrist app eee 
Once on, KWIK-IDENTS 4naps 
cutting will remove 
WRITE FOR 4 | 
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American Hospital Association 


PURCHASING GUIDE 


This purchasing guide and the one on page 
71 are the first of six such guides developed 
or brought up to date during the last year by 
and for members of the American Hospital As- 
sociation Personal Membership Department for 
Hospital Purchasing Agents. The guides were 
presented for comment and criticism of De- 
partment members in the Hospital Purchasing 
Agents’ Newsletter. They are being printed in 
_ final form in this and succeeding issues of this 
Journal in order to make them more widely 
available to hospital people responsible for 
_ purchasing. Pages on which the guides appear 
are perforated so that they can be easily re- 
moved and filed for future reference. 


ITEM: TOWELS, HUCK — 
FED. CLASS NO. 7210, Household Furnishings 


Commercial Furnishings 


KEY POINTS: 

1. Size should be uniform throughout the hos- 
pital. / 

Standard sizes—14x20, 17x32, 18x36 in. 
Most common size—17x32 in. 

2. Fiber: Recommended content—65% cotton, 
35% linen. 

Most common content—100% cotton. 

3. Minimum breaking strength—58 lbs. warp, 
48 lbs. filling. 

4. Maximum shrinkage after one washing— 
14% warp, 5% filling. 

5. Colors in borders and name stripes should 
be fast, with no running or fading when 
washed in standard washing formula for 
white work. | 

6. Towels should be free of defects, blemishes 
and avoidable imperfections such as numer- 
ous knots, skips and heavy and light threads. 

7. Towels should be known commercially as 
“firsts” unless “seconds” are specified on 
purchase order. Defects which classify tow- 
els as seconds should be known to purchaser 
and should not affect the appearance or 
serviceability of the towel. 

8. Weaving—Yarn should be closely woven 
with a firmly woven selvage. 


TESTS: 


1. SHRINKAGE Measure towel before and 


after first laundering to de- 
termine amount of shrinkage. 
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2. PULLING Dry towel should be observed 

for pulling or tucking which 
indicates uneven shrinkage of 
name strips, borders or hems. 
By weighing the amount of 
water the dry towel will hold 
without dripping, a rough 
measure of the: absorbency 
will be provided. Observa- 
tions made when splashing 
water on the towel provide a 
rough guide to the rate of 
absorbency. 
Rubbing the washed and dry 
towel over the face will give 
some indication of the rela- 
tive smoothness or roughness 
of the finish. 

Sample towels may be sub- 
jected to normal use for com- 
parison with those currently 
in use or other samples. 

6. Specific tests for evaluating the various 
technical aspects of the towel are contained 
in Part V of American Standard L-24, Mini- 
mum Performance for Institutional Textiles 
and Commercial Standard CS 59, Textiles, 
Testing and Reporting. 


3. ABSORBENCY 


4. FINISH 


5. DURABILITY 


REMARKS: 


Purchase orders should contain the following 
notation: “The towels listed on this purchase 
order shall meet or exceed American Standard 
L24.2.4.” 


REFERENCES: 


When ordering the above items, refer to the 
following for further details: 

1. American Standard L-24, Minimum Per- 
formance Requirements for Institutional 
Textiles. American Standards Association, 70 
East 45th Street, New York 17, N.Y. $6.25. 

2. U.S. Department of Commerce Simplified 
Practice Recommendations. No. R 74, Hospi- 
tal and Institutional Cotton Textiles. US. 
Government Printing Office, Washington 25, 
D.C. 5 cents. 

3. Federal Specification DDD-T-53la(1), Tow- 
els, Huck. U.S. Government Printing Office. 
cents. 

4. Hotel Textile Purchasing Guide. American 
Hotel Association, 221 West 57th Street, New 
York 17, N.Y. $750. 
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FED. GROUP NO. 72, Household and 
| 


. Inner shell of solid, 
heavy-gauge Monel alloy 


. Outer shell also of solid, 
corrosion - resisting 
Monel alloy 


3. All-welded construction 


4. Distortion and stress 
eliminated with both 
shells of same material 


5. End ring of wrought 
Mone! alloy welded to 
shells for high strength 


6. Forged Monel end ring 
for strong shell support 
and sure-locking base 
for door 


assure years of trouble-free sterilizer duty 


inates undesirable stress and distortion. 


How will your hospital benefit from 
these sturdy all-welded, all-Monel, 
high-speed instrument sterilizers? 


First ... You get years... extra years of 
trouble-free service because the solid 
Monel inner shell and back plate are 
highly resistant to various corrosive 
factors often found in high pressure 
steam systems. What’s more, solid 
Monel* nickel-copper alloy won't chip, 
peel or crack, even in severest use. 


Second... You get these same impor- 
tant advantages in the sterilizer’s outer 
shell. Double assurance of long, trouble- 
free life because of the double-walled 
monel body. 

Third...The all-welded body elim- 
inates rivets and other possible sources 
of leakage or contamination. 

Fourth... Using the same material for 
the inner and outer shells produces 
equal expansion and contraction—elim- 


These four big advantages are four 
good reasons why you'll want to learn 
more about these sterilizers. Also about 
Wilmot Castle’s nickel-clad steel bulk 
sterilizers. Write Wilmot Castle Com- 
pany, Rochester, N. Y., for their in- 
formative catalogs. *Registered trademark 


THE INTERNATIONAL NICKEL COMPANY, INC. 


67 Wall Street ANeo, New York 5,N. Y. 


INCO NICKEL ALLOYS 
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.5. BREAKAGE 


Item: NEEDLES, HYPODERMIC 


Fed. Class No. 6515, Medical and Surgical Instruments 


KEY POINTS: 


Luer taper required. 

Firm swagging of canula to hub. 

Point should be free of burrs. 

Tip should be uniform and sharp. 

Cutting edges should be uniform and sharp. 


Canula should be resistant to corrosion, 
breakage, and bending. 

7. Canula should be straight with uniform 
diameters inside and out. 


8. Canula should be free of dirt, lint, metal 
chips, and rust. 


TESTS: 


The attachment of the canula 
should be firm enough to with- 
stand any ordinary pull exerted 
by human hands. 


1. SWAGGING 


Fill the syringe partially with 
water, seal the needle point by 
slipping it into a solid rubber 
tube or stopper, and depress the 
plunger. If the taper is faulty 
or the swagging is loose, bubbles 
or drops of water will appear. 


2. LEAKAGE 


3. POINT Draw the point across a pad of 
common surgical gauze and note 
whether it glides smoothly with- 


out catching or pulling. 


4. CORROSION Immerse canula in a 10 per cent 
citric ‘acid solution for five 
hours, boil for 30 minutes and 
leave immersed in _ distilled 
water for 48 hours. Dry by evap- 
oration. No corrosion or rust 


should be present. Check the 


sharpened edges carefully. The 


test should be made in a glass 
vessel. 


The canula should resist 20 
bends of 20 to 25 degrees from 
the vertical in several directions 
without breaking. 
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Fed. Group No. 65, Medical, Dental and Veterinary Equipment and Supplies 


An unknown brand needle may 
be checked against a satisfactory 
one by giving a~-~hypo to an 
orange. Watch for excessive 
bending. The orange approxi- 
mates the resistance of human 
tissues. 


6. BENDING 


REMARKS: 


Suggested sizes are listed in the American Hos- 
pital Association publication Fewer Hypo- 
dermic Needles and in Simplified Practice Rec- 
ommendation 224. (See References Nos. 1 and 3, 
below.) 


Luer taper standards are listed in American 


‘Standard Z70.1. (See Reference No. 4, below.) 


Purchase orders should contain the following 
notation: “The needles listed on this purchase 
order shall meet or exceed the requirements of 
Federal Specification GG-N-196 (5) .” 


Dirt, metal chips, lint, or burrs indicate poor 


workmanship. Such needles should be tested. 


and inspected thoroughly before use or pur- 
chase. 


REFERENCES: 


When ordering the above items, refer to the 
following for further details: 


1. Fewer Hypodermic Needles. American Hos- 
pital Association publication. 


2. Federal Specification GG-N-196 (5), Needles; 
Hypodermic; for Luer Syringes. U.S. Gov- 
ernment Printing Office, Washington 25, D.C. 
cents. 


3. U.S. Department of Commerce Simplified 
Practice Recommendations. No. 224, Medical 
and Surgical Hypodermic Needles (for hos- 
pital use). U.S. Government Printing Office. 
cents. 


4. American Standard Z70.1, Dimensions of 
Glass and Metal Luer Tapers for Medical 
Applications. American Standards Associa- 
tion, 70 East 45th Street, New York 17, N.Y. 
90 cents. 
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and sufply review - 


Plastic lapel nameplates (2D-1) 

Manufacturer's description: These plastic 
lapel nameplates with special 
safety locks can be engraved easily 
by an unskilled operator using the 
manufacturer’s engraving machine. 
Engraving through the top layer 
of plastic exposes the lower layer, 
which is a contrasting color. The 
nameplates are available in a vari- 
ety of colors, are scratch and stain 
resistant, and are long-wearing. 
The metal fasteners are available 


either with safety lock or clutch- 
and-pin fitting. Hermes Plastics, 
Inc., Dept. H2, 13-19 University 
Place, New York 3, N.Y. 


Laundry folder (2D-2) 

Manufacturer's description: Designed for 
use with any type of flatwork 
ironer, this folder is available in 
1, 2, 3, 4, 5, and 6 lane models. The 
new low design enables the opera- 


consideration. 


tor to see over the folder to the 
ironer. Folding is done entirely by 
air, assuring more accurate folds 
on all sizes of work. An automatic 
stacker is also available. Troy 


Laundry Machinery Division, Dept. 
H2, American Machine and Metals, 
Inc., East Moline, Ill. 


Mechanical scanning instrument 
(2D-3) 

Manufacturer's description: Mechanical 
scanning device is specifically de- 
signed for medical, research, and 
industrial applications, to provide 


‘a reliable, highly versatile instru- 


ment for scanning body areas in 
which a radioisotope has localized. 
It produces a full-scale chart, 
clearly defining the distribution of 
the isotope within the area under 
Lightweight and 
mobile, it is easily operated at the 
patient’s bedside. The unit passes 
easily through standard doorways 


New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 


Chicago 11, Illinois. | 


PRODUCT NEWS 


______Plastic lapel nameplates (2D-1) 

folder (2D-2) 

Mechanical scanning instrument 
(2D-3) 

file (2D-4) 

condiments (2D-5) 

poultry products (2D-6) 


PRODUCT LITERATURE 


______ Glass curtain wall system (2DL-1) 
fixtures and systems (2DL-2) 
Office accessories (2DL-3) 
cleaner-blower (2DL-4) 
____ Weed hospital furniture (2DL-5) 
guide (2D1L-6) 


NAME and TITLE 


Close-up camera (2D-7) 


entrance (2D-8) 


_____Linen cart (2D-10) 
_____Stacking trays (2D-11) 
__——Plastic laboratory ware (2D-12) 
____XM-ray processing tanks (2D-13) 


Cyrogenic container (2D-9) 


Diesel-powered standby generators 


______Patient gowns (2D1L-8) 


(2DL-7) 


Oral diabetes drug (2DL-9) 
Patient chart dividers (2DL-10) 


HOSPITAL 


ADDRESS__ 


(Please type or print in pencil) 
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and can be carried on passenger 
elevators. Tracerlab Keleket, Dept. 
H2, 1601 Trapelo Rd., Waltham 54, 
Mass. 


X-ray file (2D-4) 

Manufacturer's description: AS many as 
3500 large x-ray negatives can be 
filed in only 5 sq. ft. of floor space. 
The basic unit consists of four 
shelves, each capable of carrying 
300 lbs. of filing weight. Each 
shelf is set off by three dividers 
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ELIMSTAP 


2 


Wonder-workings residual 
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Germicidal leaner 


Z 
2 
Z 
Z 
Z 


2 
The only product of its kind that has 
earned the right to use this seal: 


CONTROLLED 
RESEARCH 

CORPORATION 


Continuing quality 


tested and approved by 


JANUARY 16, 1959, VOL. 33 


[] Please send Free Sample of Elimstaph #2. No obligation, of course. 
[] Send descriptive literature on Elimstaph #2. 


Kills Staph, other bacteria 
as it cleans your floors 


Special 
Sample 
offer to 
accredited 
hospitals 


Be our guest. Just attach the coupon 
to your hospital stationery and we'll 
Rush a Sample of this amazing cleaner- 
germicide that disintegrates and dis- 
infects bacteria cells from within. No 
charge or obligation. Please include 
your name and title. 


Make your own comparison tests 


Four oz. polyethylene Sample bottle goes 
a long way—makes 4 gal. ready to use 
solution. Maintains an average operating 
room floor for many days. May we suggest 
you use the Elimstaph sample daily on 
one floor only? That way you can check its 
effectiveness against that of the product 
now in use on other floors. 


phenol coefficient: 33 
(certified by U. S. Testing Co.) 


Three to six times more powerful than most germi- 
cides, Elimstaph #2 kills positively by piercing 
the shell and disintegrating the entire organism. 
Retains potency as long as it remains on the floor. 
Non-selective. Besides Staphylococci, it destroys 
many other pathogens, spores, fungi. Does a superb 
cleaning job, disinfects and deodorizes all in one 
application. Colorless, odorless, lowest toxicity. 


Elimstaph #2 is also ideal for walls, furniture, 
toilets, garbage cans, limitless uses. You'll want 
to join the many leading hospitals which specify 
Elimstaph #2 as their primary cleaner. Don't 
wait. Send for Free Sample and descriptive litera- 
ture today. 


Walter G. LEGGE Co., Inc. 
Dept. H-1 101 Park Ave., N. Y. 17, N. Y. 
Branch offices in principal cities. 


Zone State 
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for rigid filing support and is cov- 
ered with a nylon-glide sliding 
door for protection from dust and 
dirt. Locks can be keyed alike or 
separately on an optional basis, 
for maximum security. The file 
measures 36 in. wide, 79 in. high 
and 19% in. deep and provides a 
total filing capacity of nearly 12 
lineal feet. Deluxe Metal Furni- 
ture Co., Dept. H2. Warren, Pa. 


Single-service condiments (2D-5) 
Manufacturer's description: Each con- 


tainer holds one-half ounce of 
condiment, sealed inside an alumi- 
num foil envelope. The envelopes 
measure about one and three- 
quarter by four inches and are 


packed 200 to the carton. The 
company states that the condiment 
maintains its flavor, appearance, 
and quality for many months in- 
side the aluminum package. H. J. 
Heinz Co., Dept. H2, 1062 Progress 
St., Pittsburgh 30, Pa. 


New poultry products (2D-6) 
Manufacturer's description: Extra large 


pieces of light and dark chicken 
or turkey meat are packed in nat- 
ural juices without the addition of 
broth. The products can be diced 
’ or sliced to fit any recipe using 


cooked poultry. Campbell Soup Co., 
Dept. H1, 375 Memorial Ave., 
Camden 1, N.J. 


Close-up camera (2D-7) 
Manufacturer's description: Camera out- 


fitted with pinpoint vision pro- 
vides an inexpensive tool for 
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close-up medical photography. It 
is also suited for use in the labo- 
ratory for photographing cultures, 
small laboratory equipment and 
other objects. Color or black-and- 
white prints and enlargements or 
color slides can be produced for a 
variety of purposes including pro- 
fessional presentations, histories 
and displays, treatment records, 
laboratory procedures and instruc- 
tional aids. Eastman Kodak Co., 
Dept. H2, Medical Division, Ro- 
chester, N.Y. 


Automatic entrance (2D-8) 

Manufacturer's description: Newly de- 
veloped automatic entrance com- 
bines door, frame and operating 
mechanism as an integral unit. 
Completely electrical, the new 
door system requires no bulky hy- 


draulic or pneumatic actuating de- 


vices. The entire operating mech- 
anism is contained within the 
41%-in. wide transom bar above the 
door. Panic exit protection is built 
into the unit, since the door can 
be opened manually simply by ex- 
erting force enough to overcome 
the electrical door in either direc- 
tion. A heavy, resilient vinyl 
weatherstrip protects fingers. 
Kawneer Company, Dept. H2, 
Niles, Mich. 


Cryogenic container (2D-9) 
Manufacturer's description: New 25-liter 


cryogenic container for the trans- 
port and storage of liquid nitrogen 
(minus 320°F.) was designed for 


use in dermatology, as well as for 
service in hospitals, clinics and 
medical research laboratories. 
Weighing only 19 lbs. empty, the 
container is constructed entirely 
of welded aluminum. The con- 
tainer’s large neck opening makes 
it suitable for use as a refrigerator 
for freezing and preserving small 
(under 1% in.) biological speci- 


mens. A roller base is available 
for ease in moving the container 
from place to place. Linde -Com- 
pany, Dept. H2, Division of Union 
Carbide Corp., 420 Lexington Ave., 
New York 17, N.Y. 


Linen cart (2D-10) 


Manufacturer's description: Constructed 
of strong, light tubular aluminum, 
the cart is designed to give many 
years of trouble-free service. It 
rolls smoothly on quiet, ball-bear- 
ing wheels, features mesh alumi- 
num sides for ample ventilation. 
The five shelves are braced around 
the edges and through the center 
to carry maximum load without 
weakening. Two sizes are avail- 
able: 24 in. wide x 45 in. long x 


42 in. high and 24 in. wide x 57 
in. long x 54 in. high. Ferno Man- 
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the 
Amifilter 
filters room 
air... protects. 
patient during 
m fusion 


(Sterile Airway, Mead Johnson) 


The Amifilter prevents contaminated room air from coming into contact with the solution at 
any time—when the equipment is being set up and during the infusion. Thus Mead Johnson’s 
infusion system is constantly closed—assures asepsis, protects the patient. The Amifilter is 
included with each Amiset® (Disposable Infusion Set, Mead Johnson). For details write to 
the Parenteral Division, Mead Johnson & Company, Evansville, Indiana, U.S.A., for the 
Amiset brochure. 


so.uTions Standard - Amigen® - Homeolytes® - Levugen® 
EQUIPMENT solution sets - blood sets and bottles 


SERVICES therapy guides - teaching aids 


Mead Johnson 


Symbol of service in medicine 
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““square meals in round bottles”’ 


5 


Amigen 


Amigen 5%, Levugen 12.5%, Alcohol 2.4% 


Amigen 800 provides the patient with more food per day—more of a ‘“‘square meal’’—than any other 
parenteral solution. It provides amino acids to build tissue, extra calories to spend for energy —and main- 
tenance electrolytes and water. Patients receiving Amigen 800 usually maintain their weight and some- 


times gain. For details of the complete Mead Johnson Fluid Therapy Program write to Parenteral Division, 
Mead Johnson & Company, Evansville 21, Indiana. 


so.uTions Standard - Amigen - Homeolytes® + Levugen® 
EQUIPMENT solution sets - blood sets and bottles 


SERVICES therapy guides - teaching aids 


Mead Johnson 


Symbol of service in medicine 
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ufacturing Co., Dept. H2, Green- 
field, Ohio. 


Stacking trays (2D-11) 

Manvfacturer’s description: Heavy duty 
plastic trays with embossed areas 
are designed to hold 20 glasses, 
bottom up and separate from each 
other. Glasses drain and air dry 


quickly. Loaded trays may be 
stacked one on another, since the 
top tray nests over the bottoms of 
the glasses in the lower tray, lock- 
ing trays together for easy han- 
dling. Glassaver, Raburn Mfg. Di- 
vision, Dept. H2, 346 N. Clark St., 
Chicago 10, Ill. 


Plastic laboratory ware (2D-12) 
Manufacturer's description: New line of 
plastic laboratory ware is un- 
breakable and unaffected by cor- 
rosive reagents. It is also non- 
wettable and easy to clean. The 
line includes a full range of beak- 
ers, stirring rods, watch glasses, 
evaporating dishes and centrifuge 


tubes. The dimensional stability of 
the line has been proved by heat- 
ing beakers filled with molten 
high-density lead alloy at 600°F. 
for 24 hours with no measurable 
dimensional change. Chemplast, 
Inc., Dept. H2, 3 Central Ave., East 
Newark, N.J. 


X-ray processing tanks (2D-13) 

Manufacturer's description: The tank ma- 
terial is a _ glass-fiber-reinforced 
polyester resin construction imper- 
vious to film-processing solutions 
and with a high impact strength. 
The tanks have a glazed surface 
which wipes clean with a damp 
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cloth. The pearl-gray color is in- 
herent and cannot wear. Optional 
packaged plumbing kits eliminate 
the need for all but a few rough- 
in hookups. Total installed cost is 
40 to 50 per cent lower than stain- 
less steel. The tanks are available 
in interchangeable insulated or 
noninsulated models for single or 
multiple installation and come in 
30-in. widths. General Electric Co., 


X-Ray Dept. H2, 4855 W. Electric 
Ave., Milwaukee 1, Wisc. 


product literature 


Glass curtain wall system (2DL-1)— 


Now available for hospitals is this 


prefabricated curtain wall system 
which makes it possible to con- 
struct buildings that “control” the 
sun. The new panel system is de- 
scribed in a four-page folder. Kim- 
ble Glass Co., subsidiary of Owens- 
Illinois, Dept. H2, Toledo, Ohio. 


Lighting fixtures and systems (2DL- 
2)—Catalogue HL contains photo- 
graphic reproductions, cross-sec- 
tions, highlight descriptions, 
specifications and lighting data on 
18 hospital lighting fixtures and 
systems. The material is presented 
in quick-reference chart form, 
showing lighting units specifically 
engineered for such locations as 
operating rooms, psychiatric 
wards, patient rooms, nurses sta- 
tions and others. Alkco Mfg. Co., 
Dept. H2, 4242 N. Lincoln Ava, 
Chicago 18, Ill. 


Office accessories (2DL-3)—A new 
line of formed plastic convenience 
trays, wastebaskets and letter 
trays in addition to chair mats, 
desk tops and office and industrial 


signs is presented in this catalogue. 


Delta Products, Div. of Air Acces- 
sories, Inc., Dept. H2, P.O. Box 
1440, Fort Worth, Tex. 


Suction cleaner-blower (2DL-4)— 
This folder describes the uses of 
a heavy duty tank type suction 
cleaner and blower. A _ versatile 
hand-type cleaner is described as 
well as attachments and optional 
equipment for special cleaning 
jobs. Ace-Sycamore, Inc., Dept. 
H2, 448 DeKalb Ave., Sycamore, 
Ill. 


Wood hospital furniture (2DL-5)— 


Brochure No. 2800 describes and 
illustrates a low priced line of 


SEE COUPON, PAGE 72 


wood hospital furniture. Accessory 
items such as overbed tables, bed- 
side lamps and side rails are in- 
cluded. Featured is a new adjust- 
able height bed in both manually 
and electrically operated styles. 
Carrom Industries, Inc., Dept. H2, 
Ludington, Mich. 


Disposal guide (2DL-6)—Four-page 
bulletin describes the many forms 
of wastes in which valuable pre- 
cious metals can be hidden. Ex- 
amples include vacuum system 
dust, solutions, x-ray films, and 
hypo. Handy & Harman, Dept. H2, 
82 Fulton St., New York 38, N.Y. 


Diesel-powered standby generators 
(2DL-7)—A press kit illustrating 
and describing an expanded line 
of diesels ranging from 20 to 
1650 h.p. Detroit Diesel Engine 
Division, General Motors Corp., 
Dept. H2, 13400 W. Outer Drive, 
Detroit 28, Mich. 


Patient gowns (2DL-8)—Four-page 
folder describes new concept in 
patient gowns which permits in- 
stant exposure of a patient with- 
out removing, tearing, ripping, 
slitting or cutting the gown. Palm 
Gown Co., Dept. H2, 64 Old Or- 
chard, Skokie, Ill. 


Oral diabetes drug (2DL-9)—A 24- 
page report on the use and con- 
traindications of a new oral di- 
abetes drug. Chas. Pfizer & Co., 
Inc., Dept. H2, 800 Second Ave., 
New York 17, N.Y. 


Patient chart dividers (2DL-10)— 
Illustrated circular shows a set of 
nine color-tabbed chart dividers 
designed to simplify the work of 
those concerned with the patient’s 
medical record. Physicians’ Record 
Co., Dept. H2, 161 W. Harrison St., 
Chicago 5, Ill. 
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book heviews 


Principles of 


inservice nursing education 


INSERVICE EDUCATION FOR HOSPITAL 
NURSING PERSONNEL. Mary Annice 
Miller. New York, National League 
for Nursing, 1958. 73 pp. $2.50. 


The author of this guide has de- 
veloped in a logical and concise 
manner the principles and con- 


cepts of inservice education as 


they pertain to nursing personnel. 

Inservice education is defined 
as “the intentional fulfilling of an 
employee’s very natural desire to 
learn as much as possible about 
assigned functions and to find her 
place in the working environment”’. 
With this in mind, the author has 
identified four major developmen- 
tal areas designated as orientation, 
skill training, leadership and man- 
agerial development, and contin- 
uing education. These areas are 
explored and developed in respect 
to responsibilities of personnel for 
activities, suggested approaches, 
useful methods and tools to im- 
plement the program, and, in the 
final chapter, evaluation. 

A comprehensive outline tech- 
nique has been used to marked ad- 
vantage and the subtopic headings 
are a decided asset to rapid inden- 
tification of the contents of each 
chapter. The utilization of sample 
guides, check lists, skill invento- 
ries and other useful materials 
within the text is of great value 
to the reader. 

The conciseness of this publi- 
cation is both its strength and its 
weakness. The author does not at- 
tempt to develop an inservice pro- 
gram, but rather to stimulate the 
reader to apply principles to the 
individual situation. 

Recognizing the fact that the 
reader will need further informa- 
tion and that time is of value in 
any situation, the final eight pages 
of the guide are devoted to sug- 
gested readings. These readings 
are identified with the individual 
chapter which they document and 
are further identified as to type 
of literature, i.e., book, pamphlet 
or article. 
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This guide should be a valuable 
reference for anyone working with 
inservice programs, either in an 
established or a potential situa- 
tion. It will also be of great value 
to the student in nursing service 
administration.—FRIEDA W. Mc- 
MULLAN, R.N., assistant director 
of nursing, Delaware Hospital, 
Wilmington, Del. 


Environmental forces 


THE PSYCHIATRIC HOSPITAL AS A 
SMALL Society. William Caudill. 
Cambridge, Harvard University 
Press, 1958. 406 pp. $6.50. 

In 1951 Anthropologist Caudill 
spent some ten months in a three- 
phase study of the working inter- 
relationships of the senior psychi- 
atrists, residents, nurses and 
patients in the 50-bed Yale Psy- 
chiatric Institute. 

His presuppositions (and con- 
clusions) are that a psychiatric 
hospital is a social system and 
that “the properties of such a 
system constitute a set of signif- 
icant variables which affect the 


quality of behavior in all areas of. 


hospital life.” 

His studies show everyone im- 
pressed by a thing called “‘psycho- 
therapy”; the seniors vague, crit- 
ical, but optimistic about the value 
of their hospital; the residents 
“acting out”’ their insecurities both 
directly and through their pa- 
tients; the nurses frustrated and 
anxious, annoyed by seeing each 
year’s residents repeating their 
predecessors’ theory-based mis- 


takes instead of profiting by the 
nurses’ long-term experience, fall- 
ing back on rules and procedures, 


also: environmental forces 
road to better methods . 


executive development 


Michigan law reference 
and others 


unable to find direct satisfactions 
in their patient contacts; the pa- 
tients sharing the seniors’ opti- 
mism, recognizing that administra- 
tive limits could be useful, and 
benefiting from the hospital milieu 
and from their associations with 


each other; each group (and in- 


dividual) reacting to the tensions, 
the communication-failures, and 
the power struggles of every other 
group and their own. : 

The book is interesting and well 
organized, but has limited useful- 
ness. Every perceptive hospital ex- 
ecutive—and for that matter, 
every teacher, military officer or 
plant manager—knows that peo- 
ple are influenced by their envi- 
ronment and that the significant 
environmental forces are the hu- 
man ones.—H. M. MurpDock, M.D., 
Sheppard and Enoch Pratt Hos- 
pital, Towson, Md. 


Road to better methods 


ORGANIZED METHODS IMPROVEMENT 
PROGRAMS IN HOSPITALS: METHODS 
IMPROVEMENT SERIES No. 1. Amer- 
ican Hospital Association. Chicago, 
1958. 23 pp. $1. 


This booklet is a rather simple 
explanation of the workings of a 
methods improvement program. 
There is so much to be covered 
that the American Hospital Asso- 
ciation Committee who prepared 
the booklet should be commended 
for condensing this material into 
such a readable form. One of the 
highlights is an explanation of the 
approach to such a program and 
the place of the staff specialist and 
outside consultant. The rest of the 
booklet is devoted to outlining the 
way a methods improvement pro- 
gram could be started in a hos- 
pital. 

The administrator who has had 
little or no experience with a 
methods improvement program 
should study this booklet thor- 
oughly. Members of the adminis- 

(Continued on page 123) 
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Patient receiving injection of contrast medium in 
preparation for nephrotomographic examination. 


N ephrotomography with reduced exposure 


Here, as in all studies involving the use of © 
multiple films, minimum exposure is all important. 
Not only are efficient filtration, careful coning, 
faster screens, and higher kv necessary, but, 

also, the fastest film should be used 

—Kodak Royal Blue Medical X-ray Film. 


Order Kodak Royal Blue from your Kodak x-ray dealer 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 
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“Imagine—getting a 
two-year free instrument 
maintenance service!” 


WECK INSTRUMENT AGREEMENT 


—qa service and a saving never before offered to hospitals 


You agree to a $500. minimum annual purchase— 
ordered as needed by your hospital with but a $50. 
initial order. 


Every Weck-branded instrument purchased by you 
during this agreement will be date-stamped. On all 
such instruments (except knives and blades) you will 
receive a TWO-YEAR FREE REPAIR AND SHARP- 
ENING SERVICE. 


The dates on the instruments will permit you to verify 
the 2-year repair period and check the longevity of 
Weck instruments. : 


You will also receive a 5% discount on all other 
repair service during the period of this agreement. 


In addition you will receive a 5% discount on all of 


your Weck instrument needs for the next 12 months. 


You will receive additional discounts for large in- 
dividual orders. 

And remember—‘‘Weck branded’”’ means just that— 
instruments made by Weck at the Weck plant. 
With our date-stamped instruments and free repair 
service, you will prove to yourself that Weck 
surgical instruments are the most economical of any 
brand of instrument you could buy. If we weren’t so 
positive of our own fine quality we could never make © 
such a guarantee as this. 

If your Weck representative has not yet contacted you 
to explain this revolutionary-plan please write for full 
information to: 


EDWARD WECK &@ COMPANY 
DIVISION OF STERLING PRECISION CORP. 


135 JOHNSON STREET, BROOKLYN 1, N.Y. 
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fersonnel changes 


@ Esther Klingmann has retired as ad- 
ministrator of Theda Clark Hos- 
pital, Neenah, Wis. She had been 
administrator for 18 years. Miss 
Klingmann was president of the 
Wisconsin Hospital Association in 
1948 and a member of its board 
of trustees from 1943 to 1947. In 
1954 she received the award of 
merit for outstanding service in 
the hospital field from the Tri- 
State Assembly. She has been a 
member of the American College 
of Hospital Administrators since 
1944. 


@ N. D. Krawciw has been appointed 
administrator of the Carlisle (Pa.) 
Hospital, to succeed Viola M. Green 
who is retiring. Mr. Krawciw will 
continue as business manager of 
the hospital in the interim. 


@ Hanna M. Lippe, R.N., has been ap- 
pointed administrator of Medical 
Arts Hospital, Brownwood, Tex. 
Mrs. Lippe was formerly director 
‘of nurses at the hospital. She suc- 
ceeds Guy Hamilton. 


@ Barbara Lohmeyer, R.N., has been 
appointed administrator of Girard 
(Kans.) General Hospital. Mrs. 
Lohmeyer was formerly a nursing 
instructor at Mercy School of Nurs- 
ing, Ft. Scott, Kans. 


@ Joseph Marcovitch, M.D., has been 
appointed superintendent of Jack- 
sonville (Ill.) State Hospital. He 
was formerly assistant superin- 
tendent of Peoria (Ill.) State Hos- 
pital. Dr. Marcovitch succeeds Louis 
Belinson, M.D., who is now deputy 
director of the division of mental 
diseases for Missouri. 3 


@ John B. Mathews has been ap- 
pointed administrator of the Wis- 
consin Neurological Foundation, 
Madison. He is a graduate of Wash- 
ington University’s program in 
hospital administration. 


@ John F. Mirabito has been ap- 
pointed assistant administrator of 
Meriden (Conn.). Hospital succeed- 
ing Floyd D. Parrish. Mr. Mirabito 
was formerly assistant administra- 


tor of Columbus Hospital, Newark, 
N.J. Mr. Parrish has been ap- 
pointed director of Sailors’ 
Harbor, New York City, succéed- 
ing Theodore Siccama who is retirin 
after 38 years at Sailors’ Snug 
Harbor Infirmary. 


@ Mother M. Aileen, $.S.J., has been 
appointed administrator of Bor- 
gess Hospital, Kalamazoo, Mich. 
She was formerly administrator of 
St. John Hospital, Detroit. 


@ Méther M. Dolores, O. Carm., has 
been appointed administrator of 
St. Joseph Hospital, Thibodaux, 
La. 


@ Joseph M. Parker, M.D., has been 
appointed administrator of Bar- 
boursville (W. Va.) State Hospi- 
tal. Dr. Parker was formerly su- 
perintendent of Hawthorndon State 
Hospital, Macedonia, Ohio. 


@ Joel |. Popplewell: has been ap- 
pointed administrator of Breckin- 
ridge Memorial Hospital, Hardins- 


YOU SAVE money for your hospital when 
you buy Gudebrod silk and cotton sutures. 


NOW...ANYONE 
CAN ENGRAVE 


Sterilize Gudebrod sutures as you need them 
and save UP TO 50% of your suture 
COST. Every improvement IIN non-absorb- 
able sutures is incorporated in these 


SUTURES... manufactured by Gudebrod 
for eighty-nine years. | 


SIGNS-NAMEPLATES 


on the premises 
with the 


The portable engraver 
for individual marking. 
Easy to operate. If you 
can write — you can en- 
grave. Saves money — 
quickly pays for itself. 


MATERNITY WARD 


Reduce costs WITH no sacrifice in quality. 
Buy GUDEBROD and save. Write for 
the Gudebrod story, ‘How You Can Save 
up to 50% of Your Suture Cost.” 


Gudebrod Bros. 


SILK CO., INC. 


Executive Offices: 
12 South 12th St., 
Philadelphia 7, Pa. 


LOS ANGELES 


Write for information and 
samples of material. Dept. GE-3 Surgical Division: 
225 West 34th St., 


New York 1, N.Y. 
CHICAGO BOSTON 


mew = frermes ENGRAVING MACHINE CORP. 
7 12-19 UNIVERSITY PLACE, NEW YORK 3, N_Y. 
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burg, Ky. Mr. Popplewell succeeds 


Homer Young. 


@ Sister Mary Ann, O.P., has been ap- 
pointed administrator of St. Jo- 
seph Memorial Hospital, Larned, 
Kans. She was formerly assistant 
administrator of St. Rose Hospi- 
tal, Great Bend, Kans. 


@ Sister Mary Clementia, S.S.M., has 
been appointed administrator of 
Firmin Desloge Hospital, St. Louis. 
She was formerly administrator of 
St. Mary’s Infirmary Hospital, St. 
Louis. 


@ Sister M. Delphina, R.N., has been 
appointed administrator of St. 
Margaret Hospital, Hammond, Ind. 
She was formerly director of nurs- 
ing at St. Anthony Hospital, Terre 
Haute, Ind. 


@ Sister Mary Eustace, C.C.V.I., has 
been appointed administrator of 
Spohn Hospital, Corpus Christi 
Tex., succeeding Sister Angela Clare, 
c.c.V.I. 


@ Sister M. Gonzalva, C.S.B., has been 
appointed administrator of Mary 
Immaculate Hospital, Newport 


The Hollister Inscribed Birth Cer- 
tificate brings patients, relatives and 
friends a lasting impression of Good- 
will that strengthens the bonds of 
friendship and respect . . . assuring 
an ever-widening appreciation of 
your service and ever-stronger Com- 


munity Support. 


Your hospital name and picture 
are displayed on every certificate. 


Discover how easy it is to have pe “ say nice things 
about your hospital. Send for the Al 
liste er Inscribed Birth Certificates. 


of Hol 


. ing and the rich tonal modulations 


Holster 


Each Hollister Certificate is sepa- 
rately and painstakingly tailored for 
the individual hospital and beauti- 
fully LithoGraved® on the finest 
diploma parchment. This exclusive 
Hollister lithographic process brings 
out the full character of clean letter- 


of your hospital “portrait”. As a 
consequence, you can take great 


pride in signing and awarding the 
document to new parents. 


New °58 Portfolio 


Franklin C. Hollister Company 


833 N. Orleans St., Chicago 10, Il. 


News, Va. She was formerly ad- 
ministrator of St. Ann Hospital, 
Watertown, S. Dak. 


@ Sister M. immaculata has been ap- 
pointed administrator of Sacred 
Heart Hospital, Hanford, Calif. 


@ Sister Mary Kevin, R.S.M., has been 
appointed administrator of Mercy 
Hospital, Nampa, Idaho, succeed- 
ing Sister Mary Austin, R.S.M., who has 
been appointed administrator of 
St. John’s Hospital, Joplin, Mo. 


@ Sister Mary Laetitia has been ap-_ 
pointed administrator of St. Jo- 
seph Hospital, Bangor, Maine. 


@ Sister M. Liguori has been ap- 
pointed administrator of St. Luke 
Hospital, Pasadena, Calif. She was 
formerly administrator of Santa 
Rosa (Calif.) Memorial Hospital. 


@ P. Whitney Spaulding has been ap- 
pointed research associate at the 
University of Michigan, Ann Arbor, 
for the study of hospital and medi- 
cal economics. Mr. Spaulding was 
formerly administrative resident at 
Hartford (Conn.) Hospital. 


@ Fred J. Stonage has been appointed 
administrator of the Palo Verde 
Hospital, Blythe, Calif. He was for- 
merly administrator of the Bixby 
Knolls General Hospital, Long 
Beach, Calif. 


@ Michael H. Travers, M.D., has been 
appointed director of domiciliary 
homes for the Veterans Adminis- 
tration, Washington, D.C. He was 
formerly manager of the VA Hos- 
pital at Fort Wayne, Ind. } 


@ W. W. Walston has been appointed 
administrator of Richmond (Va.) 
Community Hospital. He was for- 
merly administrator of the Com- 
munity Hospital, Martinsville, Va. 


@ Mary Louise Weisshaar has been ap- 
pointed administrator of the Mu- 
nicipal Hospital, Clarinda, Iowa. 
She was formerly administrator of 
Ringgold County Hospital, Mount 
Ayr, Iowa. 


@ James P. Wilkins (colonel, U.S.A., 
ret.) has been appointed adminis- 
trator of Skaggs Community Hos- 
pital, Branson, Mo. He was for- 
merly assistant administrator of 
Burge Hospital, Springfield, Mo. 


@ Warren T. Winsett has been ap- 
pointed administrator of Baxter 
Hospital, Shawnee, Okla. 
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IMPROVEMENTS 
INCREASE 


OUTPUT 
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TROY SPEEDLINE® 
IRONER 


Now, in addition to greater 
chest area, oversize rolls, and 
all-chain drive, SPEEDLINE 
IRONERS offer these new im- 
provements for even greater 
output of fine quality work: 


° Magnetic Brake and Infinitely Vari- 
able Speed Drive — Now included as 
standard features. 


@ New Conveyor Ribbons — Replace 
the lower apron. (This apron still 
available optionally). 


@ New Permanently Lubricated, 
Sealed Bearings — Require no peri- 
‘odic lubrication; reduce machine 
down time. No bronze bushings. 


@ New Style Tape Tightners — Au- 
tomatically adjust tension to keep 
flatwork traveling smoothly. 


-@ New Streamlined Design — With 


rounded-off, shield corners, and at- 
tractive appearance. 


TROY FLEXIMATIC® 
AIR JET FOLDER 


The original and only linen 
folder truly air-operated ... 
the only folder that eliminates 
complicated, troublesome fold- 
ing blades. FLEXIMATIC is the 
only folder offering all of the 
following features: 

@ New Low Silhouette Design — Al- 


lows the operator to see over the 
folder to the ironer. 


@ New exclusive 5 and 6-Lane Mod- 
els plus 1 to 4-lane models. All of 
these have individual folding control- 
ler for each lane. 


@ Labor-Saving Stacker — Available 
as optional accessory; eliminates all 
employees from receiving end when 
ironing small pieces. 

@ New Simplified Mechanical Design 
— Reduces maintenance; means 
fewer shutdowns of ironer as well 
as folder. 


WRITE Dept. H-159 
® 
LAUNDRY 
Tro MACHINERY 
DIVISION 


American Machine and Metals, Inc. 
EAST MOLINE, ILLINOIS 


< 
| 


Tew 


IN THIS LAUNDRY Y REORGANIZATION 


) DOUBLE. BARRELED PLANNING 


OULD you like to add two 

days’ sets to your hospital’s 
circulating linen at NO COST, 
switch from a six-day to a five- 
day laundry operating week and 
at the same time slash production 
costs? 

This tantalizing proposal, worthy 
of an advertising copy writer’s 
headline, is a summary of what 
actually has been accomplished 
during the past year at Beth Israel 
Hospital, New York. Furthermore, 
it has been done without the ben- 
efit of new equipment. — 

The case history that follows 
provides a fine demonstration of 
the value of a laundry manager 
preparing his own detailed cost- 
production survey. For a survey 
was the instrument used to con- 
vince the hospital’s executive di- 
rector that an outlay of $8000 for 
two sets of linen would enable 
the laundry to operate on a five- 
day week basis and would also: 

—Amortize the $8000 in a year 
and a half by allowing a personnel 
reduction of three. 

—Greatly improve linen service. 

—Eliminate a six-hour Satur- 
day costing eight hours’ pay. 

—Increase operator-per-hour 
output. 

—Cut steam and utility costs by 
10 per cent. 


Rubin R. Braun is laundry manager at 
Beth Israel Hospital, New York, and pres- 
ident of the Metropolitan Institutional 
Laundry Managers Association. 
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Reduced labor costs, improved linen 
service, and lower utility costs—all 
without the purchase of new ma- 
chinery—were achieved in the “stream- 


-lining”’ of laundry. operation outlined 


in this article. Cost of two additional 
sets of linen called for in the plan has 
been amortized in a year and a half 
through the reduction in labor costs, 
the author reports. 


—Give employees the incentive 
of two consecutive days off. 


PREVIOUS OPERATING SCHEDULE 


These gains can be brought into 
focus by summarizing the previous 
mode of operation of the Beth 
Israel laundry: 

The laundry operated six days a 
week. Each of the crew worked 
five days, or 40 hours, during the 
six-day week, making it necessary 
to use relief personnel when reg- 


Fig. 1—Six-day operation with three linen sets — 


ulars were off. The laundry was 
closed on Sunday, although linen 
was delivered, and each employee 
was scheduled a second day off 
during the week on a “rotated day 
off”? system. 

On Mondays, linen was proc- 


essed for that morning’s delivery 


(by necessity, as late as 11 a.m.) 
and trucks were prepared for 
Tuesday morning, for a maximum 
of only three sets of linen were in 
circulation. Monday was the only 
day when the entire complement 
of 22 productive employees re- 
ported for work. 

Figure 1, which was Chart No. 
1 in the survey, shows that our 
highest productive rate was 
achieved with processing of the 
peak load of weekend linen on 
Monday, with all regular em- 
ployees on duty. During the rest 
of the week, as the work load 


OF WEEK| PROCESSED| IN OFF | ATOR PER HR. [FOR 

7,700 22 © | 
Tuesday 6300 | 19 
Wednesday $800 | 18 4 

Seturdey. 4,800 17 5 

35,400 110 — of 
demand delayed end : 


life. 


delivery Monday, Tuesday occasionally W 
trucks could not be completed in time. igh 
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You get more from 


Today, with hospital occupancy at an all-time high, there is greater need thanever 
for the vital service of the hospital laundry. Eventually, this growing demand results | 
in a laundry that is too busy—overworked, understaffed, under-equipped, even 

obsolete. Fortunately, this is not always a problem of floor space, simply a matter . 

of planning. | | 


Helping your laundry continually offer better service to your hospital and your 
patients is our business at American. And it is a business we intend to be in for 
many years to come. 


How long has it been since you've studied conditions in your laundry? Providing 
an authoritative answer to your hospital's present and future laundry needs is 
another way you get more from American. | 


ate,” 
% 
iz 
+ 
a / 
\ 


merican 


The American Laundry Machinery Company, Cincinnati 12, Ohio 


You get more from 


| The laundry is for the hospital. The hospital is for the people. 
| 
| And there are more and more people every day. | 
| : 
| 
| | | 


Fig. 2—-Five-day operation with five linen sets 


LBS. __ PERSONNEL LBS. PER OPER- | LBS. NEEDED 

DAY OF WEEK| PROCESSED| IN OFF ATOR PER HR. |FOR DELIVERY — 
Monday 7,080 19 ') 46.6 5,057 
Tuesday 7,080 19 ° 46.6 5,057 
Wednesday 7,080 19 46.6 5,057 
Thursday 7,080 19 46.6 5,057 
Friday 7,080 19 fr) 46.6 15,172* 
Saturday 0 19 

Totals 35,400 95 19 35,400 


*This demand is easily filled with five linen sets in circulation, which also permits less turn- 
over in dinen processing, thereby increasing linen life. 


diminished and relief personnel 
replaced regulars, pounds of linen 
processed per operator per hour 
decreased by 18 per cent. On Sat- 
urdays the production rate fell 
even lower: the soiled linen chute 
was empty by lunchtime, and em- 
ployees were completing their 
work as early as two hours before 
closing time. 7 


CHART HOLDS A KEY 


This chart held one of the keys 
to the plan. With regulars, top 
production could be achieved in a 
five-day week. The complement 
could be reduced by three relief 
people—one ironer girl, one press 
girl and one sorter. 

Survey chart No. 2 (Fig. 2) 
showed that with the elimination 
of rotating days off and relief 
workers, the week’s linen produc- 
tion quotas could be spread evenly 
over a five-day operation—if there 
was no double load on Monday. 

This was the second key. Why 
not reduce this load to a balanced 
daily level by obtaining a linen 
reserve, or fourth set, for Monday’s 
trucks? Another day’s supply, or 


a fifth set of linen, would take 
care of the Sunday trucks usually. 


processed on Saturdays. 

Perhaps it might be well to ex- 
plain at this point that the sets of 
linen in circulation referred to 
here consist of the total number 
of linen items needed daily to fill 
hospital linen needs for a peak 
patient load. Normally one set is 
needed to supply all beds and pa- 
tients, the second is kept on floor 
shelves, and the third set is in 
transit and/or in process in the 
laundry. In our plan, two addi- 
tional sets were to form a reserve 
for week-end use. | 
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The cost of both sets would be 
offset by the reduction in payroll 
costs. Furthermore, the reduced 


boiler and generator load on Sat-_ 


urdays would lower utility costs. 

Next consideration in the plan 
was for the workers. Could the 
19 remaining employees produce 
in five days, or 95 man days, the 
same output that previously re- 
quired 110 man days? This ques- 
tion was put to the employees at 
a meeting where they were in- 
formed of conversion plans. The 
need for cooperation in the form 
of higher production, reduced ab- 
senteeism, and greater punctual- 
ity was emphasized. It was an- 
nounced that employees released 
from the laundry would be trans- 
ferred to other departments with- 
in the hospital. The rotated week- 
day off had always been a source 
of discontent; the prospect of two 
consecutive days off provided a 
tremendous incentive in employee 
acceptance of the plan. 


A UNANIMOUS ‘YES’ 


The effect was electric; the 


“ves” unanimous. The enthusiasm 


was not quenched even at the an- 
nounced possibility that linen 
quotas might have to be met at 
the expense of staying 20 minutes 
later daily to offset two 10-minute 
rest periods. 


Fortified by statistics and em- 


ployee approval, the plan was 
submitted and explained in per- 
son to administration. The director 
was quick to see the practicality 
of making a direct investment that 
would draw immediate dividends. 
His reaction was, “How soon can 
we start?” 

With this go-ahead signal, rush 
orders were issued for more than 


- 9000 pieces of linen and the sec- 


ond phase of preparations began. 

Other department heads in- 
volved were consulted: the direc- 
tor of nursing, chief engineer, 
operating supervisor and executive 
housekeeper. We received their 
helpful suggestions, promises of 
cooperation and even more impor- 
tant, their congratulations. 

Schedules for uniform process- 
ing and issuing, general work 
flows, cleaning, maintenance and 
weekend coverage were revamped. 
The dispatcher would retain his 
old schedule in order to pack Sun- 
day and Monday trucks and to 
cover emergencies on Saturday, 
while a _ porter would deliver 
trucks, clear the chute and clean 
the laundry and equipment. An- 
other porter would come in on 
Sundays to make deliveries and 
clear the chute in fair exchange 
for a half day off during the week. 

A visit to all operating and nurs- 
ing units was scheduled for noon 
on Fridays, to .ensure. that all 
soiled linen reached the washers 
by 1 p.m. The marking and wash- 
ing of 9000 pieces of new linen 
would be fitted into Saturday 
slack periods. Shelves were in- 
stalled in the linen room to hold 
the added linen reserve. 


CONVERSION COMPLETED SMOOTHLY 
Although the possibility of 


“bugs” in the system was recog- 


nized, the conversion went into 
effect smoothly and with many 
gratifying results. 

Linen can now be delivered be- 
fore 8 a.m. daily when it is needed 
for bedmaking. This was impos- 
sible prior to the transition. Emer- 
gency requirements are now easily 
filled from a reserve on the shelves 
rather than having to wait for the 
ironer to supply demand. Life of 
linen is increased by allowing it 
to “rest” for a time on the shelves 


instead of returning it to circula- 


tion immediately after processing. 

From the vantage point of a 
full year’s operation, the plan, as 
set forth in the survey report, has 
lived up to all its promises. Labor 
costs have been reduced, linen 
service has been improved and 
utility costs have decreased even 
more than expected. 

Department heads, linen users 
and the administration are pleased 
with the result. . 
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For sparkling tableware... 


"SP 


NEW! SEXTON FAST-DRY 
AEROSOL RINSE INJECTOR 


Greatest advance in 25 years for mechanical dishwashing 


Dishes take on their original sheen and look “new” again! 
Glasses sparkle! Silver gleams! No spots! No toweling! Eliminates 


se Id le glass Wa sh | ng! — 


Aerosol Pressure injects 

Wetting Agent 
Sexton Fast-Dry Aerosol containers 
utilize constant pressure to inject | b 
wetting agent which breaks the sur- =| Se 
face tension of rinse water. This Bs 
action allows droplets to run off 
immediately. 


oer 


Aerosol Rinse Injector Gives 
Greater Economy 


Sexton Fast-Dry is injected under 

pressure into the rinse line from the 

aerosol container. This means the 

wetting agent is more efficiently used 

... turns out a better dishwashing 
, job at lower cost. 


| * Speeds up service * Easy to install 
* Reduces cost * No moving parts 
* Completely automatic * No special 
plumbing * No electrical hookup 
* Fits any machine * No switches 
* No maintenance *« No pumps 
No solenoid valves 


Sexton Fast-Dry Aerosol 
| Rinse Injector fits any dish- 

«washing machine...is easily 

and quickly installed. 
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JOHN SEXTON & CO. « CHICAGO 


LONG ISLAND CITY © SAN FRANCISCO 
PHILADELPHIA © BOSTON ©® PITTSBURGH ® DALLAS 
ATLANTA © DETROIT ® INDIANAPOLIS 
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Easily, Quickly Installed 
Sexton Fast-Dry can be attached to 
any dishwashing machine in less than 
one-half hour. There’s no electrical 
hook-up, no special plumbing, no 
pumps, no switches, no valves, com- 
| pletely automatic, has no moving 
parts. 

Control is 100% Efficient 

A monitor gauge is mounted on the 
Sexton Fast-Dry. When the container 
needs replacing, the monitor gauge 
shows red. Replacement aerosol con- 
tainers available from any Sexton 
branch office or representative. Can 
be installed in seconds. 
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DEPENDABLE, high-qual- 
ity foods to patients involves 
many important things, among 
them purchase and storage of food 
and efficient management of em- 
ployees and equipment. The hos- 
pital dietitian must also keep an 
eye on costs as she continually 
strives to present attractive, well 
designed meals. 

Many new foods on the market 
can help her, but since there is 
often a resistance to new foods 
and new ways, she must carry on 
an educational program to intro- 
duce them. This applies to em- 
ployees as well as patients. 

Among these newer foods is 

nonfat dry milk. Through in- 
creased production and highly 
standardized methods, nonfat dry 
milk is now readily available in 
all parts of the country. With its 
many advantages in use, such as 
smaller storage space, no refrig- 
eration, ease of handling, it fits 
into the modern approach to food 
service. Newer manufacturing 
methods have also made the prod- 
uct easily dispersible in liquids. 
’ Nonfat dry milk may be utilized 
in all types of everyday food 
preparation. It may be used in all 
foods where other forms of milk 
are used, and in slightly higher 
amounts. To improve nutritional 
values it may be used in some 
foods where other forms of milk 
are not ordinarily found. In many 
instances, fruit juices, vegetable 
and meat stocks can be used with 
nonfat dry milk, thus conserving 
nutritive values and adding flavor 
to the finished dishes. 

The following recipes will show 
how easy it is to incorporate non- 
fat dry milk in foods that are 
" Mrs. Madge Little is in char home 


e of 
economics, American Dry Milk Institute, 
Inc., Chicago. 


JANUARY 16, 1959, VOL. 33 


service and dietetics 


DRY MILK FOR EVERYDAY FOODS 
it saves money and shelf space 


by MRS. MADGE LITTLE 


prepared almost every day in the 
hospital kitchen. 


MASHED POTATOES 
(50 six-ounce portions ) 


Weight Measure 


Potatoes 20 Ibs. 50-60 
Boiling water 4 qts. 
Salt 1% oz. 3 tbsp. 
Nonfat dry milk 1 Ib. 
Pepper 14 tsp. 
Butter 6 oz. 
Hot milk, water 

or potato water — 1 qt. 


1. Pare and wash potatoes. Cut 
in quarters if large. Add water 
and salt. Cook until tender. 

2. Drain potatoes, reserving wa- 
ter. Mash and beat until fluffy. 


3. Sprinkle with nonfat dry milk, 


beating constantly. Add enough 
hot milk or potato water to give 
a fluffy consistency. 

Note: Other mashed vegetables, 
such as squash, sweet potatoes, 
rutabagas and turnips, may be 
prepared the same way. 


CREAM OF CORN SOUP 


(50 cups) 
Weight Measure 
Diced celery 6%oz Ile. 
Chopped onion 6%0oz Ile. 
Water 2 gal. 
Corn 1%No. 4% ats. 
10 cans 
Salt 2 oz. 4 tbsp. 
Pepper tsp. 
Celery salt 14 tsp. 
Sugar 1% tbsp. 
Flour  4oz. le. 
Nonfat dry milk 134 Ibs. 
Melted butter 8 oz. le. 
Chopped parsley 
Paprika 


1. Combine celery, onions and 1 
gallon of water. 

2. Cover. Heat to boiling. Sim- 
mer until tender. 

3. Add corn, seasonings and 


sugar. Simmer about 30 minutes. 

4. Mix flour and nonfat dry 
milk. Add enough water to make 
a smooth paste. Add butter and 
remaining water. 

5. Add to cooked vegetables, 
stirring with a wire whip until 
smooth. Simmer a few minutes 
until well cooked. 

6. Add paprika and chopped 
parsley to each serving. 


COCOA 
(50 cups) 

Weight Measure 
Water 3 gal. 
Cocoa 12 oz. 3 ec. 
Sugar 1% lbs. 3e. 
Salt 1% tsp. 
Nonfat dry milk 3 Ibs. 
Vanilla 1 tbsp. 


1. Heat 1% gallons water in 
large kettle. | 

2. Mix cocoa, sugar and salt. 
Dip out a small portion of water 
and mix with dry ingredients. Re- 
turn to water and boil 5 minutes. 

3. Add nonfat dry milk to 1% 
gallons of water. Beat with French 
whip until smooth. Add to cooked 
cocoa. Heat to boiling. Add va- 
nilla just before serving. 


BAKED CUSTARD 
(48, four-ounce portions) 


Weight Measure 
Nonfat dry milk 1% lbs. 
Warm water 41% qts 
Whole eggs 6 
Granulated sugar 18 oz. 2 « 
Salt 1% tsp. 
Vanilla 2 tbsp. 
Nutmeg 


1. Add nonfat dry milk to wa- 
ter. Beat constantly with a French 
whip until it all goes into solution. 

2. Combine slightly-beaten eggs, 
sugar and salt, mixing well. Add 
reliquefied nonfat dry milk, blend- 
ing thoroughly. Add vanilla and 
mix. 

3. Pour into custard cups. Sprin- 
kle with nutmeg. Place cups in 
baking pans and fill pans with hot 
water. For even textured custards, 
the water surrounding the cups 
should be nearly the same height 
as the top of the custard. 

4. Bake in moderate oven (350° 
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F.) 35 to 45 minutes until firm. 


Custards are done when a knife surface of water. Blend with a (50 servings ) 
inserted in the center comes out French whip and let stand a few Side Wicoome 
clean. minutes. Place over boiling water 
5. Serve warm or chilled. and scald. Macaroni 2 lbs. 
Water 1 gal. 
BUTTERSCOTCH PUDDING 2. Blend flour, cornstarch and _ Salt % oz. 1 tbsp. 
(50, No. 12 scoops) brown sugar. Add to scalded mix- Nonfat dry milk 1 tb. 
Weight Measure ture, stirring constantly with Melted butter 12 oz. 1% ¢. 
Fresch whip. Pimientos 1%, 14% 3c. 
Warm water 3% oz. cans 
Nonfat dry milk 1 Ib. Fresh bread cubes1% Ibs. 3% ats. 
Cornstarch 8 oz. Pepper tsp. 
3 Ibs, 2 ats. mixture. Cook over hot water for 
packed 25-30 minutes, stirring Dry mesterd 1 tsp. 
Egg yolks 12 oz. 1% ¢. cooking period. Grated cheese 2 Ibs. 2 qts. 
Salt 2 tsp. Blend well. Remove from heat 
Vanilla 1% tbsp. and cool before serving. 1. Cook macaroni in salted water 


1. Sprinkle nonfat dry milk on 


MACARONI REPUBLIC 


Geed eatin to Teo! 


echoes are endless. 


Kind words are short to speak but their | iA chip on the shoulder is the heaviest load 
| BISHOP CLARKSON MEMORIAL HOSPITAL | « man can carry. 
TUESDAY, DECEMBER 2 TUESDAY, DECEMBER 2 | TUESDAY, DECEMBER 2 
BREAKFAST NOON ' NIGHT 


| BISHOP CLARKSON MEMORIAL HOSPITAL , smile is the whisper of a laugh. 
WEDNESDAY, DECEMBER 3 se WEDNESDAY, DECEMBER 3 aa 
This | barley ox-joint soup with blended cherry juice 
on your tray noon meal. if you ha tines <5 
‘net mede your selections at that time, of pork with spiced 
dietitian will check the menu for you. —__._ttab meat salad on leaf of lettuce ,; es, 
of fresh grapefruit | liver with baked onion rings 
or 
tomate juice | __beked meat loaf with chili sauce in | potatoes 
glazed rings of acorn squash 
assorted jellies of under the sea salad 
or 
| 
| roll with cream filling . pudding with 
kadota or 
coffee decaffia ted ORS 
mi | ___coffee__decaffeinated coffee__tea 
| SERVINGS: __small__medium__terge SERVINGS: __smell__medium__ierge 
| 
Room Name Room 


The selective menu sheets used 
at Bishop Clarkson Memorial Hos- 
pital, Omaha, are included here in 
response to numerous requests for 
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menu 


The form features words of 


wisdom for the day, brief instruc- 
tions for filling out the menu sheet, 


and the list of menu items offered. 
The patient can also indicate on 
the sheet the size of serving he 
wants. 
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SPECIAL OFFE 


REPLACEMENT ALLOWANCE 
ON YOUR OLD SERVICE WARE* 


Now, you can replace your old, worn, 
dingy-looking trays, pitchers and plate 
covers with bright, smart-looking Wear- 
Ever . . . at a substantial saving. 

Here’s all you do: 7 


1. Make a list of all the old service 
ware you’ve been meaning to replace 
when the time was right .. . like 
right now. 


2. Call your Wear-Ever dealer. He’ll 
check the items, tell you their re- 
placement cost in shining, impressive 


*Offer effective until March 30, 1959 


new Wear-Ever, less your special re- 
placement allowance. 


3. Take a bow, as your customers show 
their approval of your new look. 
Watch them come in more often, 
spend more, too. 


Moral: There’s nothing more important 
than good-looking service ware to help 
you build a reputation. And no one 
matches Wear-Ever Aluminum when it 
comes to giving you the finest quality at 
sensible prices. 


WEAR- EVER 


WEAR-EVER ALUMINUM, INC. "7 


Food Service Equipment Division, Wear-Ever Building, New Kensington, Pa. 


© 


> 
© 
} 
a 
i 
_ 
H 
j 
| 
| 


Most simple, natural, 
efficient system of all! 


Available in 2 capaci- 
ties: 22-tray and 30- 
tray — a Mercury ex- 
clusive! 


Dietary System 


The easiest to learn and most natural to operate. 
Requires no skilled personne! . . . frees nurses for 
full-time nursing duties. Gives dietitian complete 
control over makeup of trays — assures the speci- 
fied menu for every patient. Serves food hot, palat- 
able . . . and FAST! Mercury Control results in less 


_ waste and tremendous saving in food requirements. 


Only with MERCURY can you provide the 
“Continental Touch" of individual plate covers 
— that surprise factor that makes the meal more 
appreciated. Plate covers prevent the transfer 


of food flavors between plates . . . keep food 
piping hot right up to the bedside. MERCURY 
plate covers are designed specifically for hos- 
pital use . . . write for literature. 


@ Simple to load — meals dished up complete and 
checked for accuracy before leaving kitchen. 

@ Fastest to load and unload (3 minutes). 

@ Delivers the complete tray — everything dished 
up and ready to go with juices and liquids right 
on the tray. Accomodates STANDARD 10 oz. 
glasses — a Mercury exclusive! 

@ Heated section keeps food hot EVEN WITH 
THE DOOR OPEN —a Mercury exclusive! 

@ Refrigerated section (optional) built airtight like 
@ commercial refrigerator; Ys H.P. heavy duty 
sealed compressor can be adapted to conveyor 
at any time — a Mercury exclusive! 

@ Utilizes STANDARD trays and dishes available 
from any source — a Mercury exclusive! 

@ Most sanitary; everything inside closed cabi- 
nets; slides easily removable for washing in 
dishwasher. NO STICKING DRAWERS! 

@ Ruggedly built by a manufacturer with 23 years 
experience in the heavy guage kitchen equip- 
ment industry. Mercury ‘‘stands the gaff". 


FREE DEMONSTRATION 


Ask free demonstration your o 
pee no obligation to bey. WRITE. FOR 
ATURE "AND COMPLETE INFORMA. 


STEELE-HARRISON MFG. CO. 


1832 SW. Adams St., Peoria, Illinois 


until tender. Drain well, saving 
1 gallon water. 

2. Mix other ingredients in a 
large bowl. Add macaroni and 
water. 

3. Place in 2 well greased pans 
(12x18). Sprinkle with paprika. 
Bake in moderate oven (350° F.) 
until firm. 

Note: Ten lbs. of cooked, diced 
potatoes or 4 qts. cooked rice may 
be used instead of macaroni. 


WHITE SAUCE 
(1 gal.) 
Thin Med. Thick 
Butter me Ze. 2 


Flour Zc. 3c. 


Sah 1\% thsp.1% tbhsp.1% tbsp. 
White 

pepper Mtsp. Mtsp. % tsp. 
Warm 


water gal. 1 gal. 1 gal. 
Nonfat dry 
milk 1% lbs. 1% lbs. 1% lbs. 


1. Melt butter in top of a double 
boiler. Add flour and seasonings. 
Blend well and cook for a few 


minutes. Remove from heat. 
2. Add water. Sift nonfat dry 


milk slowly on top of mixture. 


Beat constantly with a French 
whip until it all goes into solu- 
tion. Return to heat. Stir con- 
stantly until mixture thickens. 


3. Cover and cook for 10-15 
minutes until there is no starchy 
flavor. 

4. Sauces are used for cream 
sauces, croquettes, soups, creamed 
souffies, starchy dishes, vegetables, 
scalloped dishes. 

Note: Sauce may be varied by, 
adding cheese, sautéed mushrooms, 
chopped hard cooked eggs, pars- 
ley, etc. 

In addition to producing excel- 
lent quality foods, nonfat dry 
milk may bring about dramatic 
savings. For example, if the fore- 
going recipes had been made with 
whole milk, the raw food cost of 
these items would have been ap- 
preciably more than if nonfat dry 
milk was used. . 


NOTES AND COMMENT 


New frozen pies have ‘custom’ look 


A new line of frozen pies and casseroles that can be prepared to 
look as if they were prepared in the hospital kitchen has been intro- 
duced by Morton Frozen Foods. Smaller hospitals with limited dietary 
staff might use these products to expand their menus. 


The frozen pie or casserole item 
is dipped in hot water until the 
aluminum container loosens. The 


still frozen product is then placed 


in a china baking dish and placed 
in the oven. After normal baking 
time, the entree is removed from 


NEW LINE of frozen pot pies makes it possible to transfer pies from. the foil containers 
te china baking dishes before baking. The pies are dipped in hot water for easy removal 
to china baking and serving dishes. The prefabricated pies are then baked and served. 
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the oven. The casserole can be 
“customized” by the addition of 
parsley, bacon strips, pimento or 
Similar garnishes. 

A nationally known institutional 
china house is manufacturing 
dishes that will fit the frozen 
items. These will be made avail- 
able to users of the product, ac- 
cording to the manufacturer. s 


Fresh fruits. add 
color to winter menus 


Orange Fruit Cup Salad is a & 


combination of fresh fruits that 
will add color to winter menus. 
The salad may also be used as a 
dessert. 

Orange Fruit Cup Salad is made 
by filling a scooped-out orange half 
with a mixture of in-season fresh 
fruits which have been marinated 
in tart French dressing. The gar- 


nish is shredded coconut. Here is 
the recipe: 
ORANGE FRUIT CUP SALAD 
(48 servings) 

24 fresh oranges 
lbs. fresh apples 
lbs. fresh pears 
lbs. bananas 
fresh grapefruit 
Ibs. fresh grapes 
fresh pineapples 
ec. shredded coconut 
heads lettuce 
1. Cut oranges in half. Section 
out fruit (bite-size) saving juice. 
Remove all white membrane leav- 
ing skin intact. Reserve. 

2. Wash and core apples and 
pears. Cut in large dice. 

3. Slice bananas. Peel grapefruit 
and dice, saving juice. 

4. Cut grapes in half, remove 
seeds. 

5. Remove rind and core from 
pineapple and dice. 


Ww 


6. Combine all cut fruit in large 
bowl and marinate 30 min. in cit- 
rus French dressing. 

7. Fill orange halves with fruit 
mixture. Place on bed of lettuce 
and serve very cold. Sprinkle with 
coconut just before serving. 


Citrus French Dressing 
(48 servings) 

2 c. oil 
34 ec. fresh lemon juice 

1 ec. fresh orange juice 

2 tbsp. salt 

1 tsp. ground white pepper 
14 sugar 

1 tsp. mustard (optional) 


1. Combine all ingredients. 

2. Marinate fruit in dressing. 

This salad recipe is presented 
through the courtesy of the United 
Fresh Fruit and Vegetable Asso- 
ciation, Washington, D. C., and 
Bernard Lewis, New York. 


Spring Cycle Menu 
for the South-Southwes 


21-day selective spring 
cycle menu and market orders 
for perishables are designed for 
hospitals in the South and South- 
west. These menus, are for use 
during March, April and May. 

The menus in this issue are the 
second in a four-part series of 
spring cycle menus published in 
_ this Journal. Spring cycle menus 

for Midwest hospitals were in- 
cluded in the January 1 HOS- 
PITALS, JOURNAL OF THE AMERICAN 
HOSPITAL ASSOCIATION. The spring 
menus for hospitals in the East 
and North-Northwest will be pub- 
lished in the February 1 and 16 
issues, respectively. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. A moderate to 
low cost food budget was used. 

This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 


menus. Two cereals and two fruits 
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are offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 


both normal and modified diets. ~ 


The letter (F) following certain 
items on the menu indicates that 


The winter cycle menus, published 
in the October and November 1958 is- 
sues of this Journal, are for use dur- 
ing January and February. The Mid- 
west and South-Southwest cycle menus 
were included in the October 1 and 16 
issues, respectively. The November 1 
and 16 issues featured cycle menus 
for the East and North-Northwest, 


respectively. 


this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu 
item can be served on both the 
full and soft diets. 

The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 


food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. The amounts are computed 
on the basis of serving 100 patient 
and personnel meals at breakfast, 
125 at noon and 100 at night. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre- 
prepared items. 

An added feature of this menu 
service is the. standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
21-day cycle. The items included 
are cereals and farinaceous prod- 
ucts, canned fish, canned fruits and 
fruit juices, dried fruits and vege- 
tables, jellies, cake and pudding 
mixes, pickles, canned soups and 
canned vegetables. 

The standard is available upon 
request from the Association, 840 
North Lake Shore Drive, Chicago 
11, Il. | 
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Ist WEEK SOUTH-SOUTHWEST SELECTIVE SPRING CYCLE MENU 


_ prepared by Mrs. Ethelyn M. Magruder, executive dietitian, 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) Tucson (Ariz.) Medical Center. 
breakfast noon night 
Half Grapefruit Chilled Fruit Punch Chicken Noodle Soup 
or ci Tomato Savory Meat Loaf with Pi quent Sauce ( a Braised Liver and Onions (F) or Baked Veal Steak (S) 
or feat Leg of Spring L “. Mint Jelly (S) Whipped Potatoes (FS) 
Oman Parsley Buttered Potatoes Buttered Green Beans (FS) or Scalloped Cream Style Corn 
or Ready-to-Eat Buttered Broccoli or Buttered carrot Rings (FS) Emperor Grape-Pineappie-Marshmaliow-Orange Salad 
Wheat Flake Peach. Cottage Cheese Salad—Fruit tery | or Head Lettuce Salad—Piquant Dressing 
: Cereal or Tossed Vegetable Salad—Vinegar-Oil Dressing Lenen oe Pudding (FS) or Frozen Boysenberries 
Poached Eee Chocolate Layer Cake with Peppermint Frosting (F) 
Broiled Link Sausage or Royal Anne Cherries in Syrup (S) 
Stewed Prunes Chilled Pear Nectar Tomato Bouillon 
or Chilled Orange Baked Ham (F) or Cheese Omelet (S) Turke ow Mein on Rice with Chinese Noodle Topping (F) 
Juice Scalloped Potatoes (FS) er Broiled Beef Patties Au Jus (S) 
Rice Farina Buttered Baby een Limas or Buttered Spi ae ey Buttered ene Balls (S) 
or Sugar Frosted Pineapple Ring and Grated American Cheese Sal hantilly Dressing Buttered Peas (FS) or Harvard Beets 
Flake Cereal or iced Celery Curls; Ripe and Green Olives Mixed Greens with French Dressing 
2 Soft Cooked Egg Chocolate Glazed Cream Puff (F) or Pear Halves in Syrup (S) or Strawberry Fruit Gelatin Salad—Fruit kg wee | 
eecake 7 Tapioca Cream Pudding (S) or Ambrosia with Cornflake Kisses (F) 
Kadota Fi Chilled Pineapple Juice Cream of Celery Sou 
or Chilled Blended Italian Stew with Diced Pork and Veal (F) Roast Round of Beef ‘with Gravy (FS) 
Orange and or Golden Brown Cod Fillet with Lemon W3dge (S) or Tunafish Souffle with Mushroom Sauce (FS) 
4 Grapefruit Juice Steamed Potatoes in Jacket (FS) Oven-Browned Potatoes 
Wholewheat Cereal Buttered Asparagus (FS) or Buttered Rutabagas Giazed Julienne Carrots (FS) or French Fried Cauliflower 
or Ready-to-Eat Banana-Nut-Orange Section Salad Shredded Cabbage-Diced Red Apple-Raisin Salad 
Rice Cereal or Head Lettuce Salad—Chiffonade Dressing | or Sliced Tomato on Romaine—1000 Island Dressing 
z Scrambled Egg Butterscotch Meringue Pie (F) or Applesauce with Sugar Wafers (S) Frosted Orange Chiffon Cake (FS) or Fresh Strawberries 
Cinnamon Toast 
Half Grapefruit Vegetable Soup Chilled Red Raspberry Punch 
or Chilled Tomato Roast Tom Tarhey with Giblet Gravy (FS) Lamb Fricassee with Noodles (FS) or Roast Loin of Pork with Applesauce 
Juice or Fresh Fruit ooo with Cottage Cheese and All-Bran Muffins - O’Brien Potatoes 
Farina Whipped Potatoes (FS Buttered Spinach with Lemon (FS) or Buttered Whole Grain Corn 
or Corn Flakes Buttered Wax Beans (FS) or Buttered Brussels Sprouts Pineapple-Stuffed Prune with Cream Cheese 
= | French Toast— Pear Half and Jellied wesberry 86 Salad or Crisp Carrot Sticks— or Chef's Salad—Green Goddess Dressing 
<a Hot Maple Syrup Sweet Pickle Chips—Ripe O Cher Delight Cake with Foamy Sauce (F) 
Crisp Bacon Lemon Cream Rice Pudding (FS) © or Pineapple Sherbet hole Peeled Apricots in Syrup (S) 
Sliced Oranges Chilled Apricot Nectar Clam Chowder (F) 
or Chilled Pineapple- | Salmon Loaf with Parsley — Sauce (FS) Macaroni and Cheese (FS) or Broiled Half Spring Chicken 
Grapefruit Juice or Country Fried Cube Stea Browned Rice 
Oatmeal Parsley Buttered Potatoes ars) Baked Banana Squash (FS) or Spanish Green Beans 
° or eter Wheat Buttered Peas (FS) or Stewed Tomatoes Grapefruit and Orange Section Salad—Fruit Dressing 
<= Cer Seafoam Gelatin Salad—Savory Dressing or Cucumbers in Sour Cream Dressing 
Soft Cooked Egg or Lettuce Wedge Salad—French Dressing Angel Food with Fresh Strawberry Whip (F) 
Raisin Toast French Apple Pie (F) or Lime Sherbet (S) or Canned Fruit Cup with Sliced Add (S) 
Half Grapefruit Chilled Grape Juice Old-Fashioned Navy Bean ene ty 
or Chilled Prune Old-Fashioned Brown Beef Stew with Potatoes and Carrots (F) — Baked Turkey-Noodle Cassero 
Juice or Roast Leg of Veal with Gravy (S) or Broiled Loin Lamb Chop with Mint Jelly (S) 
Farina Buttered Potato Balls (S French Fried Potatoes ¢ 
. or Ready-to-Eat Buttered Spinach with Chopped Hard Cooked Egg (FS) Buttered Diced Carrots (FS) er Broccoli with Mock Hollandaise Sauce 
4 Cereal or Hot Spiced Beets Blushing Pear-Apricot-Chopped Date Salad—Honey Fruit Dressing 
5 Poached Egg— Molded Applesauce—Gingerale os Dressing or Stuffed Celery with Cottage Cheese and Chives 
Crisp Bacon or Mixed Greens with Chiffonade D as Vanilla Graham Cracker Cream Pie (FS) or Frozen Rhubarb 
Pineapple-Rice Pudding (F) or Elberta Peaches in Syrup (S) 
Baked A Chilled Fruit Juice Barley Vegetable Soup 
or Chilled Orange Oven-Fried Spring Chicken with Giblet Gravy (FS) — ama Ham and Cheese Sandwich with Mustard—Sweet Pickles (F) 
uice or Broiled Tenderloin Steak Eggs Ala — in Toast Cup (S) 
Wheatmeal Cereal Whipped Potatoes (FS) Baked tato ( 
c or Corn Flakes Buttered Green Beans (FS) or Browned Parsnips Buttered Asparagus (FS) or Creole Whole Kernel Corn 
3 Scrambled Eggs Banana-Cherry-Orange Salad—Fruit Dressing Potato Salad on Romaine or Head Lettuce Salad—Piquant Dressing 


or Sliced Tomato and Shredded Lettuce Salad—1000 Island Dressing 


Coffeecake 
Hot Fudge Sundae (FS) or Green Gage Piums in Syrup 


Gingersnap Ice Box rt (F) 
or Whipped Black Raspberry Fruit Gelatin (S) 


(F)}—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet 


Bread, butter ond a choice of beverages are to be included with eoth meal. 


item, Specifications, A Amounts & No. of Raevings item, Specifications, Amounts & No. of Servings | item, ‘Gisdtliuiitaes, Amounts & No. of Servings 
BEEF Fryers (Eviscerated) Grade A, 2% Ib. av. 65 Ibs. FROZEN FRUITS 
Ground Beef U. S. Good, 5 Ib. pkg. 30 Ibs. 4 , Apples Sliced, 8 Ib. ca 
Liver Steer, sliced 15 Ibs. 60 FRESH FRUITS 7 5-1 sugar ‘ 24 Ibs. 
SF | Roast, Sirloin (B.R.T.) U. S. Choice 20 Ibs. 60 | Apples Jonathan, 113s 1 box Apricots Halves, 8 Ib. can, 
Steaks, Cubed U. S. Choice, Bananas : Ripe 40 Ibs. 5-1 sugar 8 Ibs. 
S 4 oz. each 10 Ibs. 40 | Grapefruit Seediess, 70s 1 box Boysenberries 8 Ib. can, 5-1 sugar _—8 Ibs. 
=== | Steaks, Sirloin Butt U.S. Choice, Grapes Emperor 1 box Orange and 
5 oz. each 12 Ibs. 40 | Lemons 1 doz. Grapefruit Sections Fresh, chilled, gallon 2 gal. 
: Stew U. S. Good 50 Ibs. 200 | Oranges 176s 1 box Orange Juice Con., 32 oz. can 6cans . 
Strawberri : Orange and 
£ — Grapefruit Juice Con., 32 oz. can can 
, Loin . $. Choice, 
| each Sits. 20| FRESH VEGETABLES 
Leg (B.R.T.) U. S. Choice, yearling 7 Ibs. Cabbage Bag 50 Ibs. Pineapple- : 
s Shoulder (B.R.T.) U. S. Good 15 tbs. 60 | Carrots Topped, bag 50 Ibs. Grapefruit Juice Con., 32 oz. can 1 can 
PORK Celery White | 1 doz. stalks Rhubarb | 8 Ib. can, 5-1 sugar 8 Ibs. 
Bacon (Sliced) 24-26-1 Ib. 6 Ibs. FROZEN VEGETABLES 
-to- eads 
Ham (Pullman) Head, 48s Asparagus Spears, 24% ib. pkg. 25 Ibs. 150 
s Loin (Boneless) rade A, . Onions, Dry Yellow, bag 50 Ibs. Beans, Green Cuts, 2% Ib. pkg. 2% Ibs. 15 
Sausage Links 12-1 Ib. 6 Ibs. Green Bunch 2% Ib. pkg. 25 Ibs. 150 
VEAL Parsley Bunch 1 doz. Ib. pkg. 2% tee. 15 
Chop Suey Meat U. S. Good 15 lbs. 60 | Parsnips 5 Ibs. Beans, Wax Cuts 2% Ib. pkg 15 ibs. 90 
Leg (B.R.T.) U.S.Good 15 Ibs. Potatoes, White Bag No. I 400 Ibs. Broccoli Stems and buds 
FISH Radishes Bunch 1 doz. 2% Ib. pkg. 5 ibs. 30 
& | cod Fillets, Cenadian 5 Ibs. 20 Romaine 6 heads Brussels Sprouts 2% Ib. pkg. 2% Ibs. 
= Rutabagas 5 Ibs. Cauliflower Buds, 2% Ib. pkg. 2% Ibs. 15 
POULTRY Squash, Banana 20 Ibs. Peas 2% Ib. pkg. 25 Ibs. 150 
Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 60 Ibs. Tomatoes Repacked (5x6) _—1 lug (30 Ibs.) | Spinach Chopped, 2% Ib. pkg. 40 Ibs. 240 
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REG US. Pat OFF 


Hot Longer With Plastic 
oe Food Service Covers 


Low heat conducting Egonite 
shortens the “heat loss gap." 
Keeps food hot longer because 
heat can't escape and cold air 
can't touch the food. 


® Desirably quiet for hospital use 

® Light weight, easy handling 

® Heat resistant 

® Sparkling clean appearance 

®No denting, almost unbreak- 
able 

® Speedier checking of food 


® Full range of sizes. 


Easy to stack, easy to use! 
Egonite plastic covers can be 
washed by your usual method in 
your dishwashing equipment. 


also sidedish & salad covers, platter 
and pan covers, dish or tote boxes. 


write for full line catalogue 
or nearest distributor 


nappy and Tuc. 
109 S. Conejos Colorado Springs, Colorado 


bowl covers 
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Aluminum 
Stainless-Steel 
Enameled 
Tin 


Pudding 
Display Refrigerator 
Fry Removable 
Individual Bottom 
Patty Roast 
Meat Loaf Sauce 
Muffin Sauté 
Omelet Fry Steam Table 
Crepe Suzette Patty Tea Cake 
Cup Cake Pie Veal Loaf 


| A Few of the 50,000 Items 
Sold by DON 


These pans are among the many supplies, equipment 
and furnishings required in the preparation and serv- 
ing of food and in the maintenance of your school, 
college, orphanage, hospital, hotel, motel, club, 
restaurant, industrial cafeteria or institution. On 
everything—satisfaction is guaranteed or money back. 


Ask for a DON salesman to call 
to talk pans and your other needs. 


DON « company 


GENERAL HEADQUARTERS 2201 LaSalle St -Chicago 16. 


Branches in MIAMI ° MINNEAPOLIS ST PAUL . PHILADELPHIA 
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2nd WEEK SOUTH-SOUTHWEST SELECTIVE SPRING CYCLE MENU 
(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


Ethelyn M. Magruder, executive dietitian, 


Tucson (Ariz.) Medical Center. 


Neate Dumpling with Warm Nutmeg Sauce (F) or Vanilla Ice Cream (S) 


breakfast noon night 
Stewed Prunes Chilled Blended Vegetable Juice Cocktail (F) Cream of Potato Soup 
or Chilled Ora Swiss Steak with Brown Gravy (F) Roast Sirloin of Beef a Jus (FS) 
Grapefruit Juice or Cheese Souffle with Egg Sauce (S) or Corn Fritters with Hot Maple Syrup—tTiny Link Sausages 
Farina Creamed Potatoes (FS) Buttered Diced Potatoes (FS) 
or Puffed Rice Cereal | Buttered Peas (FS) or Buttered Rutabagas Minted Carrot Rings (FS) or Scalloped Cream Style Corn 
Soft Cooked Egg Grapefruit-Red Apple Section Salad—Fruit French Dressing Cottage Cheese and Chopped Vegetable Salad 
Raisin Toast or Tossed Spring Salad—Celery Seed Dressi — or Pineapple Ring-Cho = Date Salad—Fruit Dressing 
wor Frosted Prune Cake (F) or Applesauce with Vanilla Wafers (S) Fresh Strawberries with 
or Lemon Snow on Pear Hal with Custard Sauce (FS) 
Half Grapefruit Pot Soup (F Chilled Peach Nectar 
or Chilled Apricot geal Shortcake (F) Swedish Meat Balls in (F) or Brown Baked Chicken (S) 
Nectar or Roast Leg of Lamb with Fresh Mint Sauce (S) Oven-Browned Paprika Po spo he 
Wheat Meal Cereal Whipped Potatoes (S) Buttered Julienne Beets (Fs) or Buttered Broccoli 
or Ready-to-Eat Buttered Spinach (FS) or Baked Silver-Skin Onions Carrot and Raisin Salad 
Wheat Flake ven Isle Gelatin Salad (Cream Cheese and Pears)—Chantilly Dressing or Orange Slices and Shredded Coconut Salad—Fruit Dressing 
. = Cereal ced Tomato and Cucumber Salad—French Dressing Candied Sugar Cookies (FS) or Rainbow Gelatin Jewels 
Poached Egg Pumpkin Pie (F) or Elberta Peaches in Syrup (S) 
Sweet Roll 
Applesauce Cherry and Pineapple Cocktail Lentil Soup (F) 
or — Orange Deviled Pork Chop on Fluffy Rice (F) Spanish Noodles with Beef Cubes (F) 
ic or Asparagus on Toast with Cheese Sauce (S) or Baked Fillet of Haddock with Lemon Wedge (S) 
ry Farina Baked Potato (S) Parsley Buttered Potatoes (S) 
or ‘Shredded Wheat Mashed Banana Squash (FS) or Buttered Mixed Vegetables Buttered Green Beans (FS) or Buttered Whole Kernel Corn 
Cereal Emperor Grade-Banana-Orange Salad great nde Cheese-Pineapple Gelatin Salad—Whipped Mayonnaise 
Scrambled Egg or Crisp Celery Curls and Radish Rose Salad ed Green Salad—Vinegar-Oil Dressing 
z Crisp Bacon Chocolate Meringue Pie (F) or Whole Peeled Apricots in Syrup (S) ° Jelly Roll (FS) or Kadota rie 
Half Grapefruit Chicken-Rice Soup Jellied Consomme 
or — Tomato Broiled Bacon Wrapped Lamb Pattie (FS) Roast Tom Turkey and Giblet Gravy (FS) 
Juice or Chef's Salad Bowi with Rye Cracker—French Dressing or Creamed Eggs on Holland Rusk 
Oatmeal Scalloped Potatoes (FS) Whipped Potatoes (FS) 
2 French Toast— Buttered Peas (FS) or Creamed Cauliflower Glazed Carrots (FS) or Buttered Baby Green Limas 
= Hot Maple Syrup — Half-Cream Cheese-Stuffed Prune Salad Cranberry-Orange Relish Salad 
= r Deviled Egg- Tomato Olive Salad or Lettuce Wedge Salad—Russian Dressin 


Banana Whip (FS) or Canned Bing Cherries in Syrup 


Cream of Asparagus Sou 


Raisin Bread 


or Grapefruit Sections in Grenadine 


Stewed P Chilled Apple Juice p 
or Chilled , Golden Crusted Ocean Perch with Lemon Slice or Tartar Sauce (FS) Orange Glazed Individual Ham Loaves (F) 
Juice or Corned Beef Brisket with Whipped Horseradish or Baked Tuna-Noodle Casserole (S) 
Farina Steamed Potato in Jacket French Fried Potatoes (F) 
or Corn Flakes Buttered Spinach (FS) or Seven-Minute Green Cabbage Baked Hubbard Squash (FS) or Harvard Beets 
<= Soft Cooked Egg -_ e Cheese-Carrot Gelatin Salad—Mayonnaise ee, Orange-Banana-Date Salad 
Coffeecake ve Lettuce, Diced Tomato aaa Cucumber Salad— r Head Lettuce Salad-Savory Dressing 
inegar-Oil Dressi a Chocolate Crunch Cookies (F) or Fruit Gelatin with Whipped Cream (S) 
Pee Blueberry Tarts (F) or Canned Pears with Sugar Wafers (S) 
Sliced Oranges Chilled Pear Nectar Cream of Corn Soup 
or Chilled Tomato Roast Caponette with Jellied Cranberry Wedge (FS) Broiled Loin Lowe Chop with Mint Jelly (FS) or Cheese Fondue. 
Juice or Spanish Rice with Ground Beef Creamed Potatoes (FS 
Oatmeal whipped Potatoes (FS) Buttered Diced Beets (FS) or a and Tomato Casserole 
or Sugar Frosted Buttered Green Beans (FS) or Buttered Broccoli — Apple Salad—Whipped Mayonnaise 
Flake Cereal Grapefruit-Avocado Salad—Fruit French Dressing r Chef’s Salad—French Seantee 
Poached Egg— or Relishes: Raw Carrot Sticks—Cauliflowerets—Ripe Olives Gingerbreed Square with Warm Lemon Sauce (F) 
Crisp Bacon Butterscotch Pudding (FS) with Toasted Coconut ( or Elberta Peaches in Syrup (S) 


Sliced Bananas 
or Chilled Orange 


Chilled Pineapple Juice 
Virginia Baked Ham with Raisin Sauce (F) 


Vegetable Soup 
Sliced Turkey, Veiiste and Lettuce Sandwich on Whole Wheat Bread— 


=~ Juice or Broiled Beef Tenderloin Tips (S) Mayonnaise (F) 
a4 Wholewheat Cereal Sweet Potato Puff with Marshmallow Topping (FS) or F Pl Jelly Crested Omelet (S) 
c or Corn Flakes Buttered Asparagus (FS) or Zucchini Saneuk Fried in Cheese Batter Baked Potato (S 
— | Scrambled Egg Citrus Salad with Fresh Strawberry—Fruit Dressing Buttered Fea S) or Mexican Corn 
“ Sweet Roll or Pimiento Cheese Stuffed Celery Tossed Salad—Chiffonade Dressing or Kidney Bean Salad in Lettuce Cup 
Lime Sherbet (FS) or Nectarines in Syrup Pineapple Chunks in Syrup (F) or Baked Custard S) 
(F}—Full Diet (S}—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 
BEEF FRESH FRUITS Rutabagas 5 Ibs. 
Brisket, Fresh U. S. Choice 15 Ibs. Apples Jonathan, 113s. 1 box Squash, Banana 35 Ibs. 
© | Ground Beef U. S. Good, 5 Ib. pkg. 35 Ibs. Avocados Ripe 6 only Squash, Hubbard 25 Ibs. 
“ | Roast, Sirloin (B.R.T.) U. S. Choice 20 Ibs. 60 | Bananas Ripe 50 Ibs. Squash, Zucchini 5 Ibs. 
S Steak, Swiss U. S. Good, 4 oz. each 25 Ibs. 100 | Cranberries 1 Ib. bag 3 Ibs. Tomatoes Repacked (5x6) _—1 lug (30 Ibs.) 
—s | Stew U. S. Good 12 Ibs. > Grapefruit Seedless, 70s 1 box 
¥ Tenderloin Tip U. S. Good 7 Ibs. Grapes Emperor 1 box FROZEN FRUITS 
= Lemons 1 doz. Apples Sliced, 8 Ib. can, 
= LAMB Oranges 176s 1 box 5-1 Sugar 24 Ibs. 
£ Chops, Loin U. S. a 24 Ibs 60 Strawberries Quarts 4 qts. Blueberries 8 Ib. can, 5-1 Sugar 24 Ibs. 
6 oz. eac . Grapefruit Sections Fresh, chilled, gallon 5 gal. 
hould U. S. Good 20 Ibs. 80 . 
Ground, Shoulder .». . Orange Juice Con., 32 oz. can 6 cans 
Leg (B.R.T.) - U. S. Choice, yearling 7 Ibs. FRESH VEGETABLES Orange and 
s Z Cabbage Bag 50 Ibs. Grapefruit Sections Fresh, chilled, gallon 2 gal. 
POR Peaches Sliced, 8 Ib. 
Bacon (Sliced) 24-26-1 Ib. 12 Ibs. — 5-1 sugar 16 Ibs. 
Chops, Loin Grade A,40z. each 25 Ibs. 100 
Cucumbers Y% doz. 
| Ham (Pullman) Ready-to-eat 85 Ibs. Eggplant FROZEN VEGETABLES 
Sausage Links 12-1 Ib. 6 Ibs. Radiie Curly 6 heads - Asparagus Spears, 2% Ib. pkg. 15 Ibs. 90 
E Lettuce Head, 48s crates 2% Ib. pkg. 25 Ibs. 150 
Haddock Fillets, skinless S tbs. 20 | Onions, Dry — 2% Ib. pkg. 2% Ibs. 15 
Perch (Ocean Fillets 20 Ibs. 80 | YNtons, Green unc oz. Broccoli 
) Onions White, boilers 3 Ibs. 4 ibs. 30 
POULTRY Parsley Bunch 1 doz. Cauliflower Buds, 2% Ib. pkg. 2% Ibs. 15 
| capon 5 Ibs. each 25 Potatoes, Sweet Hamper 50 lbs. Peas 2% Ib. pkg. 40 Ibs. 240 
aie Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 90 Ibs. Potatoes, White Bag No. 1 400 Ibs. Spinach Chopped, 2% Ib. pkg. 30 Ibs. 180 
Fryers (Eviscerated) Grade A,2% Ib. av. 12 Ibs. Radishes Bunch 1 doz. Vegetables, Mixed 2% Ib. pkg. 2% Ibs. 15 
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3rd WEEK SOUTH-SOUTHWEST SELECTIVE SPRING CYCLE MENU 


—prepared by Mrs. Ethelyn M. Magruder, executive dietitian, 


Wheat Meal Cereal! 
or Sugar Frosted 


Buttered Peas (FS) or Seven-Minute Green Cabbage 
Molded Apple-Date-Nut Salad—Fruit Dressing 


Whipped Potato (FS) 
Buttered Asparagus (FS) or Harvard Beets 
Grapefruit-Orange-Avocado Salad—Fruit French Dressing 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) Tucson (Ariz.) Medical Center. 
breakfast noon night 
Half Grapefruit Seafood Cocktail (F) Cream of Celery Soup 
or Chilled Orange Italian Spaghetti with Meat Sauce—Parmesan Cheese—Hard Roll (F) Baked Veal Cutlet (FS) or Pan-Broiled Chicken Livers on Steamed Rice 
Juice or Roast Round of Beef Au Jus (S) Parsley Buttered Potatoes (FS) 
Fari Whipped Potatoes (S) * Buttered Spinach (FS) or French Fried Eggplant 
5 or Ready-to-Eat Parsley Julienne Carrots (FS) er Creamed Sliver-Skin Onions ry Waldorf Salad 
Rice Cereal Yellow Cling Peach Salad with Peanut Butter Garnish—Honey Fruit omato Stuffed with Cottage Cheese—Green Pepper Ring 
© Soft Cooked Egg Dressing or Endive and Romaine Salad—Vegetablie-Oi! Dressing Frosted Ai Angel Food (FS) or Frozen Rhubarb 
Cinnamon Toast Cherry Crisp with Whipped Cream (F) 
or Pear Half in Strawberry Gelatin (S) 
Sliced Oranges Chilled Tangerine Juice Beef Noodle a 
or Chilled Tomato Turkey Pot Pie on Hot Biscuits (F) or Grilled Minute Steak (S) Ham Salad Cold ite with Sliced Tomato, Deviled Egg, Ripe Olives (F) 
Juice O’Brien Potatoes (F) or Roast Leg of Lamb with Mint Jelly (S) 
Oatmeal Buttered Patty Pan Squash (FS) or Buttered Broccoli Baked Potato (FS) 
: or Ready-to-Eat Emperor Grapes in Pineapple wwe. 3 sg Lorenzo Dressing Buttered French Cut Green Beans (FS) or Scalloped Cream Style Corn 
2 Cereal or Chef's Salad—Caesar Dressi Salad—Whipped Mayonnaise 
Poached Egg— Chocolate Brownie Topped with V Vanilla ice Cream (F) or Head Lettuce Salad—Russian Dressing 
Crisp Bacon or Canned Fruit Cocktail (S) .. Banana Cream Pie (F) er Whole Peeled Apricots in Syrup (S) 
Stewed Prunes Pink Lemonade French Onion Soup (F) 
5 er Chilled Pineapple- | Baked Tuna-Celery-Noodle Casserole (FS) Baked Halibut with Lemon Wedge (FS) 
rd Grapefruit Juice or Corned Beef Sandwich on Rye—Mustard—Potato Chips or Braised Shortribs of Beef 


Flake Cereal or Sliced Tomato on Shredded Lettuce—Piquant Dressing 
Scrambled Eggs Fresh Strawberry Shortcake (F) er Lemon Sherbet (S) or Mixed Greens with Chiffonade Dressin 
Raisin Toast Old-Fashioned Plum Cobbler with Cream ( 
or Canned Pears in Syrup (S) 
Half Grapefruit Chilled Apple Juice Beef Sou 
er Chilled Orange Fricassee of Chicken with Dumplings (FS) Chilled Fresh Fruit Plate with Cream Cheese-Nut Bread Sandwiches (F) 
Juice or Baked Spareribs with Barbecue Sauce or Broiled Lamb Pattie with Mint Jelly (S) 
Farina Steamed Potato in Jacket Duchess Potatoes (S) 
or pues Wheat Mashed Hubbard Squash (FS) or Sauerkraut Parsley Buttered Carrot Rings (FS) or Cauliflower Au Gratin 
2 Frozen Fruit Salad—Chantilly Dressi — Peanut Butter Stuffed Celery—Stuffed Olive Garnish 
4 Soft Por Egg or Tossed Spring Salad—Green dess Dressing or Lettuce Wedge Salad—1000 Island Dressing 
Sweet Roll Caramel Tapioca Pudding (FS) or Kadota Figs Chocolate Crunch Cookies (F) or Elberta Peaches in Syrup (S) 


friday 


Sliced Bananas 
or — Orange 


Wholewheat Cereal 
or Corn Flakes 

French Toast—Orange 
Marmalade 


Chilled Pineapple-Orange Juice 
Hamburger on Bun with ee Re Relish (F) 
or Poached Eggs on Holland Rusk (S) 
Twice-Baked Potato (FS 
Buttered Green Beans (FS) or Corn Pudding 
Macaroni Cheese Salad in Lettuce Cup 
or Tomato-Avocado Salad—Piquant Dressing 
Coconut Cream Pie (F) or Applesauce with Vanilla Wafers (S) 


Split Pea Soup (F) 

Broiled Perch Fillet with Lemon Butter (FS) or Crisp Salad Bow! with 
Strips of Cold Sliced Turkey, Ham and Cheese 

Au Gratin Potatoes (FS) 

Buttered Spinach (FS) or Stuffed Baked Tomato 

Shredded Cabbage-Pineapple- Salad 
or Crisp Carrot Sticks, Radish Rose and Sweet Pickle Chips 

Tropical Lemon Gelatin with Whipped Cream (F) or Orange Sherbet (S) 


saturday 


Crisp Bacon 
Tangerine Vegetable Soup Cream of Chicken Soup 
or Chilled Tomato Roast Leg of Veal with Gravy (FS) : Spaghetti and Cheese Loaf with Mushroom Sauce (F) 
Juice or Bacon-Wrapped Frankfurter and Hot Potato Salad or Broiled Sirloin Beef Pattie Au Jus (S) 
Farina Parsley Buttered Potatoes (FS Glazed Sweet Potatoes (S) 


or Pep Cereal 
Scrambled Eggs 
Raisin Toast 


Buttered Diced Beets (FS) or French Fried Onion Rings 
Blush Pear-Apricot-Chopped Date Salad—Fruit Dressing 
or Iced Celery Curls and Deviled E 
Graham Cracker Pineapple Pudding ( 
or Royal Anne Cherries in Syrup (S) 


Buttered Peas (FS) or Buttered Wax Beans 

Grapefruit-Red Apple Section Salad—Fruit French Dressing 
or Tossed Greens—italian Dressing 

Boston Cream Pie (FS) or Green Gage Plums 


sunday 


Half Grapefruit 
or Chilled Pineapple 
Juice 
Wheat Meal Cerea! 
or Malt Flake Cereal 


Beef Bouillon 

Roast Tom Turkey with Dressing (S) and Giblet Gravy (FS) 
or Baked Pork a with Buttered Apple Rings 

Whipped Potatoes (FS 

Baked Banana Squash (FS) or Buttered Brussels Sprouts 


Cream of Mushroom Soup 
Cold Sliced Roast Beef (FS) 
or Bologna-Cheese-Relish Sandwiches on Rye Bread—Potato Chips 
Baked Potato (FS) 
Buttered —- us (FS) or Buttered Mixed Vegetables 
Red Apple-Date-Celery Salad 
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Soft Cooked Egg Jellied Cranberry Salad—Chantilly Dressing 
Sweet Roll or Lettuce Wedge Salad—Russian Dressing _ ; or Spiced Beet-Hard Cooked Salad with Sour Cream Dressing 
Crushed Pineapple Sundae (F) or Sliced Banana in Orange Juice (S) Lemon Refrigerator Puddin 
or Whipped Strawberry Gelatin with Cream (FS) 
(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, ieiiitseetene, 1 Amounts & No. of 0 tenis 
3 BEEF Livers, Chicken 1 Ib. pkg. 5 ibs. 20 | Romaine 6 heads 
Brisket, Corned U. S. Good 15 Ibs. Squash, Banana 25 Ibs. 
© | Frankfurters All beef, 8-1 Ib. 5 Ibs. FRESH FRUITS Squash, Hubbard 25 Ibs. 
‘| Ground Beef U. S. Good, 5 Ib. pkg. 50 Ibs. Apples Jonathan, 113s 2 boxes | Squash, Patty Pan 25 Ibs. 
S Roast, Sirloin (B.R.T.) U. S. Choice 30 Ibs Avocado Ripe 6 only Tomatoes Repacked (5x6) = 1 lug (30 Ibs.) 
& | Short Ribs U. S. Choice 10 Ibs Bananas Ripe 30 Ibs. 
Steaks, Minute U. S. Choice, Grapefruit Seediess, 70s 1 box FROZEN FRUITS 
$ 4 oz. each 5 ibs. 20 | Grapes Emperor 1 box Cherri 
= Lemons dow erries pitted, 8 Ib. can 
LAMB Oranges 176s 1 box sugar 
< Ground, Shoulder U. S. Good 5 Ibs. 20 | Strawberries Quarts 12 qts. Grapefruit Sections Fresh, chilled, gallon 2 gal. 
H Leg (B.R.T.) U. S. Choice, yearling 7 Ibs. Tangerines Crate, 144 15 Ibs. Orange Juice Con., 32 oz. can 6 cans 
PORK Peaches 8 Ib. can, 
‘ BLES -1 sugar 
s Bacon (Sliced) 24-26-1 Ib. 6 Ibs. Cabbage Bag 50 Ibs Plums 8 Ib. can, 5-1 sugar _—16 Ibs. 
Chops, Loin Grade A,40z. each 40 T Rhubarb 8 Ib. can, 5-1 sugar 8 Ibs 
$ Ham (Pullman) Ready-to-eat 12 Ibs. arrots opped, bag 50 Ibs. eer: 
Spareribs Grade A, 3-1 Ib. 20 Ibs. Celery Pascal, 30s 6 stalks 
> Celery White 6 stalks FROZEN VEGETABLES 
c VEAL Eggplant 2 only Asparagus Spears, 2% Ib. pkg. 20 Ibs. 120 
Cutlets U. S. Good, 4 0z. each 15 Ibs. 60 | Endive _ Curly 6 heads Beans, Green Cuts, 2% Ib. pkg. 15 ibs. 90 
5 Leg (B.R.T.) U. S. Good 30 Ibs. Lettuce Head, 48s 2 crates | Beans, Green Julienne, 2% |b. pkg. 10 tbs. 60 
Onions, Dry Yellow, bag 50 Ibs. Beans, Wax Cuts, 2% Ib. pkg. 2% Ibs. 15 
FISH Onions, Green Bunch 1 doz. Broccoli Stems and buds 
Halibut Steaks, 5 0z. each 20 Ibs. . Onions White, boilers 3 Ibs. 2% Ib. pkg. 2% Ibs. 15 
3 Perch (Ocean) Fillets 15 Ibs. 60 | Onions Spanish-type 5 Ibs. Brussels Sprouts 2% Ib. pkg. 2% Ibs. 15 
Parsley Bunch 1 doz. Cauliflower Buds, 2% Ib. pkg. 2% Ibs. 15 
s POULTRY Potatoes, Sweet Hamper 50 Ibs. Peas 2% Ib. pkg. 25 Ibs. 150 
©? | Fowl (Eviscerated) Grade A, 5 Ib. av. 75 Ibs. Potatoes, White Bag No. 1 400 Ibs. Spinach Chopped, 2% Ib. pkg. 20 Ibs. 
Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 110 Ibs. Radishes Bunch 1 doz. Vegetables, Mixed 2% Ib. pkg. 2% Ibs. 15 
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Johnson Pneumatic Controls 


More Efficient 


Can Help Make Your Hospital 


An optimum thermal environment may safeguard 
a patient’s life. It helps shorten recovery periods, 
protects vital research processes, saves valuable 
staff time and reduces heating and cooling costs 
substantially! 


A Johnson Pneumatic Temperature Control System 
with individual room control can bring these benefits 
to your hospital. Only a pneumatic control system 
can meet the diversified temperature and humidity 
requirements of the modern hospital and do it so 
simply, safely and economically. 


Pneumatic control is far easier, less costly to operate, 
yet offers complete flexibility to meet every need. 
It’s safe under all conditions—even in the presence 


of anesthetic gases. Upkeep is less, too—pneumatic 
control components outlast all other types. And only 
pneumatic controls can be used effectively with all 
types and makes of heating, cooling and ventilating 
systems. 


Let Johnson help improve the efficiency of your 


hospital by installing a control system that will 
assure you of an ideal thermal environment. A 
nearby Johnson engineer will welcome the opportu- 
nity to discuss with you, your consulting engineer 
or architect the control system best suited to your 
particular needs. Johnson Service Company, Mil- 
waukee 1, Wisconsin. Direct Branch Offices in Prin- 
cipal Cities. 


JOHNSON CONTROL 


PNEUMATIC SYSTEMS 
DESIGN * MANUFACTURE + INSTALLATION ¢* SINCE 1885 
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Cut i in Hospital Grants Proposed Be 


In an ienadailie early statement, President Eisen- 
hower disclosed that the administration plans an 
over-all budget of $77 billion for fiscal 1960, major 
sections of which are to be committed to foreign aid 
and defense programs. 

Trying to keep the budget balanced, the President 
made it clear that he would not tolerate agency heads 
going behind his back to Congress to seek support 
for their particular programs. 

Later, Health, Education, and Welfare Secretary 
Arthur S. Flemming shed some, but not much, light 
on the hospital-health. factors in the President’s 
budget. 

Mr. Flemming did not make any comparisons be- 
tween the amounts requested by the President for 
fiscal 1959 and that which will be requested for 
fiscal 1960. He also said: “I am not in the position 
to discuss figures’; however, he said he would try 
“to arrange a briefing session on the budget prior to 
its delivery to Congress.”’ 


FLEMMING’S BUDGET HIGHLIGHTS: 


Hill-Burton hospital construction funds to be dras- 
tically reduced. 

Practical nurse program to be cut back to the level 
that the states have indicated a willingness in the 
past to support. : 

Increased funds for staphylococcus infection research 
and control. 

Medical research funds to be projected for fiscal 
1960 at the same level Congress provided for fiscal 
1959. Mr. Flemming indicated that HEW will under- 
take an extensive long-range study of the use of 
federal funds to support national medical research 
objectives. 

World-wide medical research and _ international 
health programs are expected to be supported by 
both Congress and the administration. 


A Democratie View 


Taking a position directly opposed to the Presi- 
dent’s stand on cutting back domestic spending, a 
liberal element in the Democratic Party has formally 
called for increased welfare expenditures, including 
a hospital-nursing home care program under social 
security. 

Some Democratic leaders have not endorsed this 
Democratic Advisory Council’s manifesto on increased 
federal funds for domestic programs. But since the 
council is composed of numerous influential party 
_ leaders, its recommendations are expected to be de- 
bated in Congress and some of its principles may be 
incorporated in specific bills. 


SOCIAL SECURITY EXPANSION 


The Democratic council’s broad foreign and domes- 
tic program includes federal loans for “health insur- 
ance cooperatives,” expansion of the social security 
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system to include a modified version of the Forand 
proposal (health care for the aged), and a broad 
medical research program. The council opposed any 
cutback on federal aid to vocational education and 
urged liberalization of minimum wage laws. 

The council also recommended enactment of a 
community facilities loan program along the lines 
of the one defeated in the last Congress. Public and 
nonprofit hospitals were included in those facilities. 
Another $500 million to finance new industries and 
‘needed public services’ in depressed areas is also 
sought by the council. The council also recommended 
moderate interest rates in federal loan programs. It 
declared that “housing legislation is an immediate 
necessity.” 

None of the southern Democrats who hold impor- 
tant congressional committee chairmanships are 
members of the council but its announced program is 
important as a point of reference for the new north- 
ern Democratic liberals who will be coming into 
Congress this month. 

“The need is urgent,” the council stated, “for an 
enlarged program of hospital construction, and for 
loans to local comprehensive health insurance co- 
operatives. This will provide the basis for the devel- 
opment and enactment of a comprehensive and inte- 
grated program for the insurance, protection, and 
improvement of the health of all of our people... 

“The following increased benefits and hospital care 
program should be adopted as the next several steps 
in insuring a secure life for our people: Increase 
social security tax payments by one-half of one per 
cent, split 50-50 by employers and employees, to 
finance hospital and nursing insurance for aged per- 
sons and other social security beneficiaries, including: 
hospital care for 50 to 60 days per year; a limited 
amount of nursing service.’ 


Insurance for Federal —_— 


Organized labor has reported that it will make 
federal employee health insurance a major objective 
this session. The federal government would pay two- 
thirds of the cost of basic health insurance coverage 
for federal employees under the terms of legislation 
drafted by employee unions in Washington. 

The full subscriber cost of major medical coverage 
for employees would also be paid for by the govern- 
ment under the union plan. Major coverage would 
pay 75 per cent of the hospital, surgical, and medical 
bills for major care. 

The unions estimate that their proposal for basic 
and major care would amount to an annual federal 
expenditure of roughly $200 million. This is four 
times the federal cost under legislation supported by 
the Eisenhower administration three years ago. 

Union officials do not expect the administration to 
endorse any legislation for federal employees health 
insurance this year. They believe that in the absence 
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of an administration bill, their own legislation will now being completed; HEW expects to announce the 
have a greater chance of becoming the basis for any committee membership in the next few weeks. 

congressional action. They frankly expect, however, Formation of the committee is being rushed be- 
that their bills’ liberal benefits will be pared down cause HEW is withholding major decisions on the 


before final action. conference until after the committee’s consideration 

Just how far the parent American Federation of and advice. The committee will be a “working” 
Labor-Congress of Industrial Organizations (AFL- group, as opposed to a group of organization repre- 
CIO) will push this federal employee health insur- sentatives meeting to review conditions. Hospital in- 
ance measure is not yet known. The Forand bill for _terests will be represented. 
hospitalization under the social security act is high The committee must decide on the size and length 
on the AFL-CIO’s “must” list this year. The employee of the White House Conference. It must also de- 
health insurance legislation was drafted by the Hos- termine the subject matters to be covered and 
pitalization Committee of the Government Employee whether the conference will actually work on prob- 
Council. Unions composing the council claim about lems of the aged or be more of a discussion session. 
600,000 members among the federal government’s The conditions which the states must meet in order 
two million civilian employees. Largest unions are | to become eligible for federal grant money in support 
the National Association of Letter Carriers and the of their own pre-conference meetings are also await- 
National Federation of Post Office Clerks. ing decision. 

The council proposes that, while the federal gov- Secretary Flemming wrote to all state governors 
ernment would pay two-thirds of the subscriber cost last month urging them to make plans immediately 
for basic health care coverage, it would do so within for discussion of aging problems at the community 
certain limits. The federal share would not exceed a level and at state-wide meetings. 
maximum of $2.50 per pay period for an individual Meanwhile, HEW is also putting the finishing 
employee, or $7 for family coverage. This supposes touches on its report on the possibilities of a provision 
28 pay for hospitalization under the social security system. 

Each of the two million federal civilian employees The report, which will include an analysis of the For- 
would choose whether he wished basic coverage. He and proposals, was requested by the House Ways and 
would have the option of obtaining it from either Means Committee by Feb. 1. 

Blue Cross or a commercial insurance company. 

Employees covered by a basic plan could then de- ; . 
cide whether or not to obtain the government-sup- Hospitals Cooperate in Cancer Study 
ported major medical coverage. In an attempt to Many hospitals are participating in a “massive 

_ keep the cost of major coverage as low as possible, effort” to discover chemical cémpounds that will be 
the union legislation would create one nation-wide ective in treating cancer, HEW Secretary Flem- 
major plan. The government would contract for suc ming announced recently. 

a plan fr — either Blue Cross or one of the insuran Approximately 150 hospitals throughout the coun- 
meres gr Or it could contract for ae aan try are cooperating in chemotherapy trials with can- 
set up jointly by Blue Cross and insurance interests. | cer patients, Mr. Flemming said. Approximately one- 

Major coverage would only become available to third of these are Veterans Administration hospitals. 
pad been Drugs already well known to the medical profes- 
paid by them for benefits received under basic cov- - sion are being used in these studies as references to 
erage. An employee earning $6000 annually, for ex- determine the effectiveness of newer materials. 


ample, would pay $100 for health care before re- 
ceiving major health care benefits. Any employee 


with a salary from $6000 to $11,000 would pay $200. : ) 
An more $11,000 to Secretary Flemming. He said that some 700,000 
$300 for basic coverage. persons are under treatment for cancer at present. 
The levislati a : New cancer cases are discovered at the rate of about 
e legislation also makes special provision for 486 O08 6 weer 
retired older employees. If any employee who has : — 
already had one year of health care coverage retires, 


The cost of hospital care for cancer patients alone 
runs to approximately $300 million a year, according 


he may obtain the same benefits as any other em- National Medical Education Group Meets — 
ployee. 
; First meeting of Surgeon General Leroy E. Bur- 
Both the basic and the major health care plans ney’s consultant group for medical education was 
under this legislation would be supervised by a 15- held in Washington in mid-December. Dr. Edwin L 
member commission. Members would represent both Croie: AMRK disentor, is a member of Dr Burney’s 
employees and the organizations providing benefits. study gr oup which i st. inti vacctneniations on 
_A spokesman for the Government Employees Coun- programs to provide an adequate number of doctors 
cil said that several members of Congress had al- to meet the nation’s health needs over the next 10 
ready asked to introduce the union’s legislation. Both years. The first meeting was devoted to organization 
Sen. Olin D. Johnston (D-S.C.), chairman of the and planning for the group’s second meeting, to be 
Senate Civil Service Committee, and Rep. James H. held next month. 
Mor rison (D-Ala.), chairman of the House Civil Serv- Since the first 17 members were named to the 21- 
— a been sympathetic to labor's man group, four additional appointments have been 
announced: Robert C. Anderson, Ph.D., director, 


Southern Regional Education Board; Alvin C. Eurich, 


White House Conference on Aging Ph.D., vice president, Fund for the Advancement of 
Education; John G. Searle, president, G. D. Searle 


Appointment of a 100-member Advisory Commit- and Co., and the Very Rev. Robert J. Slavin, pres- 
tee on the 1961 White House Conference on Aging is ident, Providence (R.I.) College. 
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1. “Standard vs Disposable 

Unit Enema”: Rainier, W. 
_ G.: and Lee, B., Hospitals 

31:50, Jan. 1, 1957 

2. Swinton, N. W., Surg. Clin- 
ics No. Am. 35:833, 1955 

3. Palmer, E. D.,“‘Clinical En- 
terology,” Hoeber-Harper, 
1957 
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FLEET°ENEMA 
Disposable Units * 


may be administered in the time required 
for 1 soap suds enema.’ 


administrators like 


because FLEET ENEMA Disposable Units save time and money.! 


physicians like 
vecause the 4% fl. oz. unit is more effective than one or two pints of soap suds,? 
and the anatomically correct rectal tube minimizes injury hazard.3 


personnel like *E DU 


because FLEET ENEMA Disposable Unit is ready to use, even to the pre-lubricated 
rectal tube. Eliminates preparation and “clean-up.” 


and patients like *EE DU 


because FLEET ENEMA’S combination of 16 Gm. Sodium Biphosphate and 6 Gm. 


Sodium Phosphate is gentle and the small amount of solution seldom causes 
pain or griping. 


andnow @IL RETENTION ENEMA 
each single use disposable unit contains 127 cc. Mineral Oil USP. 


Write for free copy of Rainier-Lee Time-Cost Study, 
Samples and Price List 


c.B. FLEET INC., Lynchburg, 


makers of Phospho- ®*soda (FLEET) 


In Canada: Produced by Charles E. Frosst & Company 
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MICHIGAN COURT RULES ON DOCTORS’ PLEA— 


Public Hospital May Limit Staff Privilege 


Authority for public hospitals in Michigan to control medical staff 
privileges was upheld in a recent Circuit Court decision. 
The court ruled in favor of the city-owned Pontiac General Hospital 


in a suit brought by four physicians. 


The physicians, long-time staff members who had been denied un- 


limited surgical privileges by the 
executive committee of the hospi- 
tal medical staff, contended in their 
suit that: 

@ The state of Michigan, by 
adopting a law for licensing phy- 
sicians, has occupied the field of 
regulating medicine and surgery to 
the exclusion of any lesser body. 

® The enforcement of the hos- 
pital’s rules and regulations which 
restrict surgical privileges of staff 
members constitutes a partial sus- 


pension of the right to practice 


surgery and thus an illegal inva- 
sion of the state’s area of control. 

@ In the case of Albert v. Goge- 
bic County Hospital, the Supreme 
Court of Michigan held that once 


a physician is licensed by the state | 


the board of a county hospital may 
not limit his license. | 

The circuit court stated that the 
Gogebic case involved a _ special 
statute affecting only a few county 
hospitals in the state, not all the 
public hospitals in the state (and 
was amended in 1958 to allow cer- 
tain restrictions approved by the 
medical staff). 

The circuit court ruled that the 
field of regulating medicine and 
surgery had not been so fully oc- 
cupied by the state that it could 
prevent a public hospital from 
establishing rules for control of 
the hospital’s medical staff. 

Circuit Judge Clark J. Adams 
stated in his decision in the case 
that “much of the credit for im- 
provement [in the treatment of 
human ills] must go to the hospi- 
tals. In cooperation with the doctors 
they have, to the extent possible, 
granted to the medical profession 
control over the health problems 
of their institutions. As a conse- 
quence of this close cooperation be- 
tween the medical profession and 
the hospitals, approximately 94 
per cent of all hospitals in the na- 
tion comparable in size to Pontiac 
General Hospital now have what 
is commonly known as a ‘con- 
trolled’ medical staff. In these in- 
stitutions, just as here, the staff by 


appropriate rules determines the © 
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area of surgical activity for each 
member.” 


Judge Adams also quoted, with 


approval, a Florida opinion which 
stated in part: “It is utterly futile 
to contend in our day that one can 
be permitted to take a scalpel in 
hand and explore the cranium, the 


thorax, or the abdomen and patch 
the viscera, remove a tumor or 
amputate a limb before he demon- 
strates his qualification to do so.” 

Community welfare, rather than 
a technical interpretation of the 
statutes, should be the basis upon 
which questions of health are set- 
tled when there is a difference of 
opinion among lawyers, the court 
stated. The physician-plaintiffs | 
have appealed this decision. The 
higher court is not expected to rule 
on the case before June. o... 


Iliness Report Made; Costs Under Study 


U.S. Loses 3.4 Billion Days 
Because of Sickness, Injury 


Some 3.4 billion days of normal 
activity were lost by the Ameri- 
can people during the year ended 
June 30, 1958, because of sickness 
or injury. 

This total of disability, an aver- 
age of 20 days per person per year 
for everyone in the United States, 
was reported in the first National 
Health Survey publication to pro- 
vide figures-from a full year of 
nation-wide household interview- 
ing. 

Acute-illnesses, including acute 
respiratory conditions, totaled 
437.9 million days, an average of 
2.6 days per person in the nation. 
No figures were available on how 
many of these illnesses were 
caused by Asian influenza. Acute 
respiratory conditions alone, how- 
ever, accounted for an average of 
approximately seven days of re- 
stricted activity per person af- 
fected by the illness, including 
days in bed or days lost from 
school or work. 3 

Approximately 47 million per- 
sons were injured seriously enough 
during the year to cause them to 
restrict their activities for a day 
or more or to seek medical atten- 
tion, the report showed. Injuries 
caused 424.1 million days of re- 
stricted activity, or 2.5 days per 


- person in the United States. 


Circulatory diseases were re- 
sponsible for 484.2 million days of 
restricted activity, an average. of 
2.9 days per person in the country. 
Circulatory diseases ranked higher 


than any other group of chronic 
conditions in this respect. 

The federal surveyors also found 
that approximately 889.9 million 
visits were made to doctors’ offices 
during the survey period, an aver- 
age of 5.3 visits per person. Den- 
tists’ offices were visited 269.2 mil- 
lion times, an average of 1.6 times 
per person. bad 


Health Insurance Companies 


Pay $2 Billion in Benefits 


Health insurance payments to 
beneficiaries covered by commer- 
cial insurance policies exceeded $2 
billion during the first nine months 
of 1958, a 10 per cent increase over 
the same period in 1957, the Health 
Insurance Institute reported. 

Of the five major types of health 
insurance—major medical expense, 
hospital expense, surgical expense, 
regular medical expense, and loss 
of income—major medical showed 
the greatest increase in benefits 
paid. Benefits received by holders 
of major medical expense policies 
increased 89 per cent over the 
same period during 1957; the nine 
month total for 1958 is $167 mil- 
lion. 


Health Insurance Group 
Studies Coverage for Aged 


A series of recommendations de- 
signed to promote the spread of 
hospital, medical, and surgical in- 
surance among the aged has been 
approved by the Health Insurance 
Association of America. 

Member companies of HIAA 
have written 80 per cent of the 
health insurance which has been 
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A New Hill-Rom Private Room Grouping 


Sturdy ... beautiful... inexpensive ... many new pieces 
All the modern innovations of our more expensive groupings 
Suitable for nurses’ dormitories, internes’ rooms, etc. 


@ This new No. 9000 Grouping is built of Indiana Oak, finished in Honey Oak re 

color. It was on this native Indiana hardwood that the Hill-Rom reputation 

for quality hospital furniture was built. This new grouping includes several 

items not before produced for hospital rooms, such as hanging wall closets, 

hanging wall cabinets and a bedside cabinet lamp—all designed to make fo 
possible fewer pieces on the floor. The result is rooms that are easier to clean, , } 


and give a less crowded effect. There are also several items that are equally 
suitable for nurses’ dormitories, internes’ rooms, etc. 

Included in the room scene above are: No. 90-65 All-Electric Push-button 
Hilow Bed; No. 300 Safety Sides, No. 9003: Bedside Cabinet with No. 307 
Lamp, No. 90-614 Overbed Table, No. 90-26 Chest Desk, No. 90-07 Straight 
Chair and No. 9008 Arm Chair. Catalog and complete information sent 


on request. 


HILL-ROM COMPANY, e BATESVILLE, INDIANA 
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private room convenience and 
appearance in semi-private rooms 


Typical floor plan of suggested screening 
arrangement for semi-private room. Each 
bed can be entirely closed, thus giving 
both patients complete privacy—an ad- 
vantage not obtainable with a single track 
installation. 


“PERFECTED” CUBICLE SCREENING 


...for wards, semi-private rooms, dressing rooms 


Hill-Rom Screening gives privacy and convenience to semi-private rooms and 
wards. It does this without detracting from the appearance, as shown in the 
above picture. This bright, cheerful ward is completely equipped with Hill-Rom 
Screening, but when the curtains are not drawn the screening equipment is 
hardly noticed. No unsightly posts or pipes—no floor obstructions—maxim um 
working area for doctor and nurse. 

The same efficient “‘I’’ beam track system is available in a choice of installation 
methods. Suspended or surface mounted screening for existing or new areas. A 
proven Recessed-in-Ceiling cubicle when desirable for new construction. All types 
assure smooth, quiet, trouble-free performance and are immediately available in 
standard units which permit proper screening of any size or shape rooms. 

Hill-Rom permanently flameproof Safety Curtains provide the utmost pro- 
tection against fire, and are the ideal replacement for existing screening jobs. 
Even under intense fire the material in these curtains will not support a flame. 
It will only char. Even repeated launderings, with any type of soap or detergent, 
will not affect this flame-proof quality. Available in cream, peach, and green shades. 


Specifications and complete information on 
screening promptly sent on request. 


HILL-ROM COMPANY, INC. +: BATESVILLE, INDIANA 
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written by commercial insurance 
companies in the United States. 

“The recommendations,” the as- 
sociation stated, “are not abrupt 
departures from the present prac- 
tices of the industry. Each of them 
calls attention to the successful 
efforts of some or many member 
companies, and urges considera- 
' tion of their adoption on a broader 
scale.” 

_ Following are the recommenda- 
tions. 

“1. Insurers offering individual 
and family coverage of the cost of 
health care under contracts which 
are renewable at the option of the 
insurer should continue and ac- 
celerate their progress in mini- 
mizing the refusal of renewal 
solely because of deterioration of 
health after issuance. 

“2. Every insurer offering health 
care coverages should, among the 
types of insurance contracts it of- 
fers, promptly make available to 
insurable adults policies which are 
guaranteed renewable for life. 

“3. Every insurer should de- 
velop sales programs designed to 
encourage the sale of permanent 
health care insurance where the 
need for this type of coverage 
exists. 

“4. Every insurer offering indi- 
vidual and family hospital, surgi- 
cal, and medical care coverages 
should promptly take steps if it is 
- not presently doing so to offer in- 
surance coverage to persons now 
over age 65. 

“5. It. is essential that adequate 
voluntary health insurance be 
available to broad classes of phys- 
ically impaired people. Initial in- 


surance underwriting 
essential to fulfilling the first two 


of these recommendations increase 


the need for insurance for the 
physically impaired. Otherwise, in 
the future, these people may be 
deprived of insurance coverage. It 
is recommended that each com- 
pany carefully consider how it can 
contribute to the achievement of 
this objective. | 
“6. Every insurer writing cov- 
erage on a group basis should de- 
velop and aggressively promote 
soundly financed coverages that 
will continue after retirement. — 
“7. Every insurer offering cov- 
erage On a group basis should en- 
courage the inclusion in the group 
contract of the right to convert 
to an individual contract on ter- 
mination of employment.” bad 


Blue Cross Plans in Ohio, 
Michigan Increase Rates 


Blue Cross Plans in Ohio (Hos- 
pital Service of Toledo) and 
Michigan (Michigan Hospital 
Service) have been permitted to 
increase their rates for hospitali- 
zation coverage. 

Some 500,000 persons will be 
affected by the 21.5 per cent 
monthly increase in premium 
granted to the Ohio Plan. The Plan 
announced that some payroll de- 
duction contracts and all current 
policies on a direct-pay or bank- 
pay basis are to be replaced by a 
new 70-day standard contract. 

In Michigan, new rates for 
Michigan Hospital Service and 
Michigan Medical Service were 
approved which boost their com- 


Alton, Ill., Hospitals Expand 


CONSTRUCTION of a $2.4 million addition to St. Joseph's 


Architect: Jamieson, Spear!, Hammond and Grolock 


Hospital, Alton, Ill., has been 


initiated. The new 5-story and basement building will increase the number of acceptable 
beds from 117 to 250. Each floor will have a solarium and the new building will have a 
complete operating suite, orthopedic room, 3 major and 2 minor operating rooms, dental, 


cystoscopic, and recovery room. Expansion of existing facilities is also planned. 


it has 


been announced that 2 other Alton hospitals, St. Anthony's and Alton Memorial, are 
planning to embark upon expansion programs totaling approximately $1.7 million each. 
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standards 


bined rates an average of 18.5 
per cent. 

Blue Cross increases range 
from 98 cents to $1.30 per month 
for coverage of individuals and 
from $1.92 to $2.67 for full family 
coverage. Two new contracts are 
also being offered. Under one, 
hospital service is provided on a 
$50 deductible basis. Under the 
other, an “economy” contract, cov- 
erage is limited to $14 per day 
for room and board; coverage is 
limited to 30 days hospitalization.- 
The standard comprehensive con- 
tract allows 120 days of coverage.® 


Doctors Should Help Stop 
Rising Health Costs: Bugbee 

George Bugbee, president of the 
Health Information Foundation 
and former director of the Ameri- 
can Hospital Association, asked 
District of Columbia doctors to 
help curb rising costs and over- 
use of prepaid health insurance. 
He spoke at a recent luncheon as- 
sembly of the District of Colum- 
bia Medical Society. 

Voluntary health insurance, Mr. 
Bugbee said, has demonstrated 
that medical, surgical, and hospi- 
talization benefits can be met 
through voluntary health insur- 
ance “if administrative problems 
now developing can be handled.” 
He said the public needs assurance 
that its health insurance is not 
costing them too much through 
over-use by others and that the 
insurance in itself does not cause 
the doctors and the hospitals to 
inflate their charges. If these prob- 
lems are not solved, Mr. Bugbee 
warned, the nation’s doctors and 
hospitals will be faced with “in- 
evitable” government interven- 
tion. 


Special Blue Shield Program 
For Low Pay Groups Sought 


District of Columbia area phy- 
sicians have voted to ask the local 
Blue Shield Plan to consider es- 
tablishment of a separate medical- 
surgical care plan for low-income 
groups, including the aged. 

The proposal was sent to each 
of the area’s six medical societies 
and gained approval from the 
medical societies of the District of 
Columbia; Arlington, Va., and 
Alexandria, Va. Before going into 
effect, the detailed plan would 
have to be submitted to the re- 
spective societies for vote. 

According to the local Blue 
Shield president, Dr. Donald 
Stubbs, the proposal for estab- 
lishment of a “low-income” level 


aff — 


would be studied and then a new 
insurance rate for this group 
would be established. 

Doctors also would agree to 
charge lower fees for patients with 
the low-rate insurance. In general, 
the insurance would apply to sur- 


gery, anesthesia, and laboratory 
expenses. Laboratory fees directly 


related to the medical condition . 


being treated would be covered in 
full. Some 75 per cent of the cost 
of other laboratory work would be 
covered under the new plan. ” 


WHERE ARE PATIENTS GOING?— 


New York Hospitals’ Role Changing: Report 


New York City voluntary hospitals are providing an increasing 
amount of service to general care inpatients while the municipal hos- 
pitals are devoting a smaller share of their effort to these patients 
and more to other types of inpatients, such as those with long-term 


illnesses and ambulatory cases. 
This was among the findings re- 
ported by the Hospital Council of 
Greater New York in its 20th an- 
nual report. Besides reviewing its 
accomplishments of the past 20 
years, the council also reviewed 
the progress made in carrying out 


the precepts of its “master plan” 


published in 1947. 

In its report, the council also 
stated that 10 years ago there 
were approximately half as many 
visits to outpatient departments of 
municipal hospitals as to those 
of the voluntary hospitals. Today 
the two are almost equal, the 
council reported. 


EMERGENCY PICTURE CHANGES 


Less than a decade ago the num- 
ber of visits to emergency rooms 
of municipal hospitals was ap- 
proximately two-thirds as great 
as the number of emergency visits 
to voluntary hospitals in New 
York City, the council reported. 
Emergency visits to municipal hos- 
pitals now exceed those to volun- 
tary hospitals, the council stated. 

Evidence that residents of New 
York City have a _ significantly 
lower hospitalization insurance en- 
rollment than do residents of the 
surrounding area is among the 
preliminary findings of the coun- 
cil’s study of the voluntary and 
municipal hospital systems. The 
influx of a great number of low- 
income people into the heart of 
the city indicates, the council sug- 
gested, that this lag will continue. 
For the same reason, the council 
stated, the relatively high propor- 
tion of ward patients in New York 
City is likely to continue. 


POSTWAR CHANGES 


Postwar changes which the 
council cited as reflecting the in- 
creased role of the general hospital 
are: | 

@ The number of general hos- 
pitals in New York City with psy- 
chiatric units has increased from 
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3 to 10. Meanwhile the total num- 
ber of beds in these units has dou- 
bled and now numbers 1600. 

@ The number/of general hos- 
pitals with tuberculosis units has 
increased from to 12 and the 
number of beds in such units has 
increased by 1000. During the 
same period, two of the five sepa- 
rate tuberculosis hospitals in the 
city closed and the beds in such 
units declined by 1300. (Another 
850 beds in tuberculosis hospitals 
outside the city that serve the 
city’s residents were also closed.) 

@ The number of general hospi- 
tals with units for contagious dis- 
eases increased from one to seven. 
All three of the special contagious 
disease hospitals located in New 
York City closed. 

@ The number of maternity hos- 
pitals declined from eight to two 
end the beds in these hospitals 
dropped from approximately 450 
to less than 100. 

@ The number of beds in special 
orthopedic hospitals decreased 
from 500 to 300. ad 


Mildred Elson Coordinates 
Homestead Study Project 


Mildred Elson has been ap- 
pointed project coordinator for the 
New York City homestead studies 
on public home infirmary care and 
home medical care. The studies 
are being sponsored by the Hos- 
pital Research and Educational 
Trust. Dr. Edwin L. Crosby, chair- 
man of the trust’s board of gov- 
ernors, made the announcement. 

The studies, which were initiated 
last March, are being financed un- 
der grants totaling $53,750 made 
to the trust by the New York 
Foundation and the Office of Vo- 
cational Rehabilitation of the De- 
partment of Health, Education, 
and Welfare. The trust’s project 
director for the homestead studies 
is Dr. Howard A. Rusk, professor 
and chairman, Department of 


Physical Medicine and Rehabilita- 
tion, New York University-Belle- 
vue Medical Center, New York 
City. 

The homestead studies are con- - 
cerned with the analysis of the 
experience of the New York City 
Department of Hospitals in a new 
approach to public home infirmary 
services for chronically disabled 
persons. Such units have been es-= 
tablished in some New York. City 
general hospitals. The units are 
designed to create a nonhospital 
environment with special provi-— 
sion for the recreational and re- 
habilitation needs of chronically 
disabled, and usually older, per- 
sons. 

Miss Elson has been serving as 
a consultant to the American Phys- 
ical Therapy Association and was 


coordinator of the Third Inter- 


American Congress on Rehabilita- 
tion. She is also a _ consultant 
to the Army Medical Specialist 
Corps and the Veterans Adminis- 
tration. 

From 1944 to 1956, Miss Elson 
served as executive director of the 
American Physical Therapy Asso- 
ciation. She was the first president 
(1951-1956) of the World Confed- 
eration of Physical Therapy and 
in 1956 was chairman of the Liai- 
son Committee of the American 
Physical Therapy Association and 
the American. Hospital Associa- 
tion. bad 


New Rehabilitation Post 
Accepted by Louise Lake 


Louise Lake has joined the staff 
of the Institute of Physical Medi- 
cine and Rehabilitation of New 
York University-Bellevue Medical 
Center, New York City. She was 
formerly a lecturer and member 
of the rehabilitation staff of Lat- 
ter Day Saints Hospital, Salt Lake 
City, Utah. 

In May 1957, President Dwight 
D. Eisenhower presented Mrs. 
Lake, a poliomyelitis victim since 
1945, with his ‘‘Handicapped 
American of the Year” award for 
having made the greatest contri- 
bution to the rehabilitation and 
employment of the physically dis- 
abled (HOSPITALS, J.A.H.A., June 1, 
1958). 


Dr. Van Sandt Takes Post 


Dr. M. M: Van Sandt, medical 
director of the Public Health Serv- 
ice, has transferred from the 
chairmanship of the Health Man- 
power Task Force, Interagency 
Health Advisory Board, Office of 
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Improved \ 


Placenta Basin 


An Exclusive 
Development 


Modern obstetrical techniques and asepsis 


practice in the delivery room have created a 


demand for a better method of placental exam- 
ination than on the instrument table. 

So it is that Polar Ware offers the obstetrician, 
in this new placenta basin, an improved means 
of inspection. The perforated tray — which has 
finger holes for easy removal — provides for 
drainage and collection of blood, clots and 
amniotic fluid. The placenta, then, can be 
more readily and completely observed, thus 
reducing the need for manual exploration of 


Polar Ware Co. 


Merchandise Mart — Chicago 54 Santa Fe Ave. °415 Avenue Offices in Other Principal Cities 


‘Designates office and warehouse 


Room 1455 
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Los Angeles, 


the uterus to those cases where abnormal con- 
ditions are suspected. 

Made entirely of heavy gauge stainless steel 
for long service and basic economy, this 
Polar basin is drawn seamlessly to avoid any 
weld lines or cracks that might harbor bac- 
teria. Its sterility can be assured. And be- 
cause it is Polar Ware you know that while 
it represents the finest in metal craftsmanship 
it is not expensive. 

Ask the supply men who call. You'll find the 
best houses carry it... an ex- 
clusive Polar Ware first. yt 


— LAKE SHORE ROAD 
SHEBOYGAN, 


New York 17, N. Y. 


of 
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Defense and Civilian Mobilization, 
Washington, D.C., to the Radio- 
logical Health Division, Special 
Projects Branch, PHS, Washing- 
ton, D.C. 


Urguhart Succeeds Swanson 
On Ontario Hospital Group 
Dr. R. W. Ian Urquhart has been 
named to succeed Arthur J. Swan- 
son as chairman of the Ontario 
Hospital Services Commission. Mr. 
Swanson resigned because of ill 
health, but will continue to serve 
the commission as a consultant. 
Dr. Urquhart had been a mem- 
ber of the Ontario Hospital Serv- 


ices Commission prior to his ap- 
pointment as its chairman. He had 
formerly been in private practice 
and had been director of medical 
services for the Ontario Hydro- 
Electric Commission. 

The Ontario Hospital Services 
Commission is “charged with re- 
sponsibilities for the development 
of a balanced and integrated sys- 
tem of hospitals in Ontario and 
the establishment of a universally 
available hospital insurance plan.” 

Prior to April 1956 when he 
joined the commission, Mr. Swan- 
son had been associated with To- 
ronto (Ontario) Western Hospital 


Specifically designed for the speedy 
_ distribution of clean linen from cen- | 
“tral linen supply to ward station linen 7 


LINEN 
TRUCK 


closet. Accommodates all the linen’ 


accessories necessary servic 
ing thirty beds. 


THANKS TO NEW J & J 
MANUAL SWIVELOCK... 
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Even though this heavy-duty truck is built to 
accommodate a maximum load, it handles 
easily either along straight corridors or 
when maneuvering into tight closet areas. 
This mobility is due to four 8” double ball- 
bearing casters, two of which are equipped 
with J & J manual Swivelocks which enable 
the operator to lock these casters in a rigid 
position, thus enforcing straight-ahead 
movement of the truck. This is particularly 
advantageous when moving along straight, 
long corridors. A simple turn of a lever 
converts them back to free-swiveling casters, 
permitting utmost maneuverability in narrow 
area-ways -or restricted closet spaces. 

Adjustable intermediate horizontal shelves. 
Heavy-duty steel construction throughout. 
Length 6412”, Width 302”, Height 63 2”. 


Act Mow.. 


Jarvis) ja. arvis 


Maneuvers easily into re- 
stricted alley-ways or 


MASSACHUSETTS 


for more than 30 years, 26 of 
which he served as general super- 
intendent. He had also served as 
executive secretary-treasurer of 
the Ontario Hospital Association 
for several years. Mr. Swanson is 
a past president of the Ontario 
Hospital Association, Canadian 
Hospital Association, and Ameri- 
can College of Hospital Adminis- 
trators. He has also been a mem- 
ber of the House of Delegates of 
the American Hospital Associa- 
tion and was the Association’s 
first vice president. bd 


Pharmacy Group Fills 


Hospital Relations Post 


William E. Woods has been ap- 
pointed by the National Pharma- 
ceutical Council as assistant for 
hospital relations. Mr. Woods, a 
pharmacist and practicing attor- 
ney, will assist Newall Stewart, 
executive vice president of the 
council. It will be Mr. Woods 
function to promote mutual un- 
derstanding and establish liaison 
between the council and hospital 
administrators, hospital pharma- 
cists, and physicians. ad 


Chicago Graduate 
Observes 25th Anniversary 


The development of graduate 
educat.on for hospital administra- 
tion in the United States and Can- 
ada was examined last month on 
the occasion of the 25th anniver- 
sary of the graduate program in 
hospital administration at the Uni- 
versity of Chicago, the oldest such 
program in existence. — 

Michael M. Davis, Ph.D., the 
man who brought the program 
into being and was its first direc- 
tor, said that before the 1930’s, 
executives of most hospitals were 
little more than housekeepers. He 
said they were concerned more 
with the details of a scouring pow- 
der than with the medical service 
rendered in the hospital. He said 
it was necessary to educate ad- 
ministrators in the medical objec- 
tives of a hospital rather than the 
institutional details and to dignify 
that education by iat it in a 
university setting. 


HOSPITAL MUST CHOOSE 


He said the future of the volun- 
teer hospital is bound up in the 
decision as to whether the insti- 
tution has as its objective the oly 
munity medical service or whethér 
its objective is to provide a work- 
shop for the private practice of 
medicine. The business approach 
takes administrators away from 


HOSPITALS, J.A.H.A. 


E 
é5) 


Mechanized Card Filing Equipment 


...combine to achieve new speed, ease and compactness in filing medical records! 


At the New Britain General Hospital any one of 200,000 —‘ The results in terms of space and ease of filing are sig- 
medical records can now be located in seconds! nificant—Speed is increased measurably. Filing space 
_ reduced 50%. Less walking, reaching, stooping, pulling, 


With time-saving, electrically-powered ConvE-F1LER 
el YP pushing and noise boost employee morale. 


Units the right patient index card is delivered instantly, 
at the touch of a button! It’s then a simple matter to —_— Learn how you too, can save profit dollars in time and 
locate the record folder in the compact Divider-Type _ space. Get all the facts in the colorfully illustrated Case 
Shelving. Clearly visible guide numbers flash just the History folder CH1175. Send the coupon for your ° 
tight spot! FREE copy. : 


| 


DIVISION OF SPERRY RAND CORPORATION 


a 


CONVEFILER Unit and Divider. Room 1129, 315 Fourth Avenue, New York 10,N.Y. | 
serine Please send folder CH1175 on New Britain General . 
“crease efficiency at the New | 
Britain General Hospital, New = er ae Name & Title 3 
3 Institution 

Address | 

City Zone State 
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an influential role in medical care 


but the hospital which accepts the © 


community medical service ap- 
proach accepts the full responsi- 
bility, he said; and in so doing the 
medical staff need lose none of its 
inherit rights, he added. He said, 
“I am convinced that the business 
approach will lead the volunteer 
hospital into a proprietary posi- 
tion in the practice of medicine. 
This is not an unworthy spot but 
it is a secondary one.” 

Many of the speakers during the 
two-day symposium, held on Dec. 
12 and 13, mentioned the inade- 
quacies of the various programs in 


the matter of research. Andrew 
Pattullo, director, Hospital Divi- 
sion, W. K. Kellogg Foundation, 
said that the conduct of research 
was a basic necessity to the hos- 
pital field and that the “contribu- 
tions of the [graduate] programs 
[in hospital administration] have 
been pitifully meager.” Mr. Pat- 
tullo also said that the programs 
had a responsibility for the assist- 
ance of those practitioners of hos- 
pital administration who were not 
formally trained in the graduate 
approach. 


Dr. Edwin L. Crosby, director of - 


the American Hospital Associa- 
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think? 


He's broad behind . . . but narrow in the mind. Can't see beyond 
his nose. Knows zero about beds and bedspreads. 


Not so with a Bates buyer. He knows that in hotels, motels, 
and institutions, the best-dressed beds wear Bates... bedspreads, 
and mattress covers that can take a life of hard service, endless 
washings, and always come through looking terrific as new! 


BATES RIPPLETTE 

Permanently crinkled cotton with 
reinforced weave provides for easy washing 
and extended “‘wear” qualities. 

| Sizes 72 x 90”, 72 x 99”, 

72 x 108”, 90 x 108”, all white. 


“COLONIAL” MATTRESS PAD—s 1302 
Non-lumping bed pad— preshrunk in 
width... gives longer service with continued 
comfort. Light-weight structure assures 
easy laundering and quick drying. 

Sizes 17 x 18”, 26 x 34”, 38 x 72”, 

38 x 76”, 52 x 76”. 


Call your Botes distributor or write: 


BATES FABRICS, INC., 112 W. 34TH ST., NEW YORK 1» BOSTON » CHICAGO + ATLANTA + DALLAS + LOS ANGELES 


tion, also emphasized the impor- 
tance of research in the field and 
the obligation on the part of pro- 
grams to stimulate such research. 
He said such stimulation by the 
courses in hospital administration 
could be “the most important 
thing these courses could do.” 


MORE TRAINED ADMINISTRATORS 


In another talk, Richard L. John- 
son, secretary of AHA’s Council on 
Administrative Practice, and for- 
merly associate director of the Uni- 
vergity of Chicago course, dis- 
cused the effect of the graduate 
programs on the field of hospital 
administration. He said that in 1940 
there were 11 course graduates as 
chief executives of hospitals; in 
1948, some 166 course graduates 
were in the chief executive posi- 
tion, and in 1958, some 735 course 
graduates were in similar posi- 


tions. 
He said that extension of the 


present figures indicate that by 
1970 some 1950 chief executive | 
positions in hospitals listed by 
AHA would be filled by course 
graduates and, by 1980, some 3500 
such positions would be so filled. 
He remarked that by that time it 
‘may be virtually impossible for 
noncourse graduates to be the ad- 
ministrators of any other hospitals 
except small rural hospitals.” 

The Rev. John J. Flanagan, S. J., 
executive director of the Catholic 
Hospital Association, and director 
of the Department of Hospital Ad- 
ministration at St. Louis Univer- 
sity, discussed the need for a spirit 
of service in a profession. He said 
this spirit of service distinguishes 
a true profession from all other 
callings; and he defines service as 
the art of helping people. 


RESIST UNCHARITABLENESS 


He told the audience that per- 
sons working in hospitals were not 
in a hotel system and should re- 
sist over-organization which might 
take charity out of charitable or- 
ganizations. He decried the notion 
that people need help only on 


“banking hours”-and that those 


who need help after 5 o’clock 
should have no one to turn to but 
“the Salvation Army or the police.” 
He said that most hospitals qualify 
technically as charities and he hopes ~ 
“they remember to be charitable 
in practice.” | 
He urged a charitable helpful- 
ness toward the nursing home sit- 
uation, toward the problem of the 
alcoholic and the narcotic addicts; 
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offer their employees the Payroll Savings Plan for U.S. Savings Bonds 


These are but a few of the leading firms which support the Savings 
Bonds program with more payroll savers than ever before in peacetime. 
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and he said that the graduate 
courses in hospital administration 
must “be fountainheads from which 
the service concept must flow.” ® 


Volunteer Course Offered 
Montreal General Hospital and 


Royal Victoria Hospital, Montreal, 
Quebec, Canada, are offering a 


course for directors of hospital 


volunteers for the second succes- 
Sive year. 

The course, given April 15-21, 
is open to anyone interested in 


ALASKA 


ADMIRAL 


State Association Presidents 


NEBRASKA 


JOSEPH O. BURGER 


PAUL W. NELSON 
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Administrator 
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Omaha 
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NORMAN R. BROWN 
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OREGON 


FRED L. MORRIS 


Administrator Director Administrator 
Concord Hospital Watts Hospital Cottage Grove Hospital 
Concord Durham Cottage Grove 

WASHINGTON 


SOUTH DAKOTA 


SISTER M. ROSARIA 
Administrator 
Sacred Heart Hospital 
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RAYMOND F. FARWELL 
Administrator 
Swedish Hospital 
Seattle 


WYOMING 


HARRY C. DUNHAM 
Superintendent 
Memorial Hospital 
of Carbon County 
Rawlins 


becoming a director of hospital 
volunteers or in establishing or 
sponsoring a department of volun- 
teer services. The course includes 
lectures, discussions, and work- 
shops. 

Inquiries should be addressed 
to Flora Baptist, director of the 
volunteer department, Montreal 
General, or Mrs. I. G. Ross, direc- 
tor of the Royal Victoria volunteer 
department. 


St. Anne’s Hospital Starts | 
Medical Technology School 


A school for-medical technol- 
ogists has been organized at St. 
Anne’s Hospital, Chicago, and has 
begun functioning, Sister M. Al- 
munda, administrator of the hos- 
pital, announced. 

The school will be able to ac- 
commodate eight students. Dr. 
James B. Hartney, director of the 
Department of Pathology and as- 
sistant professor of clinical pathol- 
ogy at Loyola University’s Stritch 
School of Medicine, will direct the 
hospital’s school. 


Housekeeping Short Course 
To Be Given Mar. 30-May 21 


Ten $350 scholarships have been 
made available by MHuntingten 
(Ind.) Laboratories for persons 
interested in attending the 11th 
annual Short Course in Hospital 
Housekeeping. 

The course is sponsored by the 
American Hospital Association. in 
cooperation with Michigan State 
University and will be held from 
March 30 through May 21 at the 
university, located in East Lansing. 

Enrollment in the course is lim- 
ited to 40. Course applications 
should be mailed to Hospital 
Housekeeping Short Course, Con- 
tinuing Education Service, Michi- 
gan State University. 

Scholarships are awarded on the 
basis of papers submitted by con- 
testants in the scholarship compe- 
tition. Scholarship candidates must 
submit a 500-word paper on “What 
Benefits I Expect to Obtain from 
the Short Course in Hospital 
Housekeeping.” Entries must be 
submitted by Feb. 9 to the Hunt- 
ington Laboratories Educational 
Fund, care of the American Hos- 
pital Association, 840 North Lake 
Shore Drive, Chicago 11. 


New Officers Elected 


Arizona Hospital Association: presi- 
dent, Florence L. Ladner, R.N., 
administrator, Hoemake Coopera- 
tive Hospital, Casa Grande; vice 
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Absorb More... Hold Moe... 
Last Longer 


Carolina combines the two most efficient absorptive materials— 


cotton and cellulose—into a pad guaranteed to provide greater 
comfort for the patient, greater economy for the hospital. 


Alternating several layers of cotton and cellulose makes a more 
effective pad with the best features of both products. 


The bottom layer is of non-absorbent cotton for further diffusion 
of drainage. It is practically leak-proof helps prevent staining 
of bedding and garments, makes each pad last longer in use. 


This schematic drawing shows the 
acticn of Carolab Combination Pads— 
cotton has a retentive absorption 


cellulose has a capillary obsorption 


The combined action of “holding” 
and “spreading” diffuses the drainage 


throughout the pad, provides — 


maximum absorption 


maximum time in use 


COMPLETE RANGE OF SIZES. WRITE FOR SAMPLES, PRICES, INFORMATION. 


ALL-ABSORBENT PADS ~ same as above, alternating layers of 
cotton and cellulose, but without non-absorbent cotton backing, 
are also available in all sizes. 


CAROLINA ABSORBENT COTTON — 


(DIVISION OF BARNHARDT MFG. CO... INC.) 


CHARLOTTE 1. NORTH CAROLINA 
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BATHMATS 
BASSINET LINERS 
pads 
padding 
BEDSPREADS 
BLANKETS 


Ether 


CURTAINS 
curtain material 


DRAPERY MATERIAL 
LAUNDRY FELT 
LINEN MARKERS 
MATTRESS COVERS 


PIECE GOODS 
white and colored 


PILLOWS 
PILLOW CASES 
PILLOW COVERS 
SHOWER CURTAINS 


SHEETS 
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Cas Whatever your needs—from a wash cloth to a bolt of drapery 

en material—Carolina has it or can get it. Your textile problems are 
percale our business. | 

contour More important, Carolina has in stock a complete selection of 

a ed grades—from service weights to luxury items, unbleached muslin to 
prec , percale—to meet your individual requirements, and your budget! 
jade green A Carolina representative will be glad to show you samples, help 

TAPE you in any possible way. 

TABLE LINENS Send for a complete Carolina catalog if you do not have one readily 
available—14-page section on textiles included. 
napkins 
tray covers 

TICKING 

TOWELS 
terry IMPORTANT: Carolina carries only branded merchandise—your guarantee of © 
huck dependable uniformity. High tensile strength, long wearing characteristics 
absorbent are inherent in products bearing the maker’s own name. 
kitchen 
name woven 
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president, M. G. Wolfers, vice pres- 
ident, Tucson Medical Center, Tuc- 
son; secretary-treasurer, Guy M. 
Hanner, administrator of Good 
Samaritan Hospital, Phoenix, and 
executive secretary of the associa- 
tion. 

Florida Hospital Association: presi- 
dent, Ted. L. Jacobsen, adminis- 
trator, Morton F. Plant Hospital, 
Clearwater; president-elect, Ar- 
thur L. Bailey, administrator, 
Orange Memorial Hospital, Or- 
lando; secretary-treasurer, Joseph 
F, McAloon, administrator, Me- 
morial Hospital, Hollywood. 

Illinois Hospital Association: presi- 
dent, Ray E. Brown, superintend- 
ent, University of Chicago Clinics, 
Chicago; president-elect, Delbert 
L. Price, administrator, Children’s 
Memorial Hospital, Chicago; treas- 
urer, Virgil W. Nelson, executive 
director, Lutheran Deaconess Hos- 
pital, Chicago, and Lutheran Gen- 
eral Hospital, Park Ridge. 

Maryland Hospital Association: presi- 
dent, Barry Bowers, director, Hos- 
pital for the Women of Maryland, 
Baltimore; secretary, R. William 
Morin, administrator, Kent and 
Queen Anne’s Hospital, Chester- 
town; treasurer, Henry W. Mc- 
Comas, superintendent, Garrett 
County Memorial Hospital, Oak- 
land. 

Oklahoma Hospital Association: pres- 
ident, Arthur Coltrin, administra- 
tor, Jane Phillips Memorial Hos- 
pital, Bartlesville; president-elect, 
Tom Carter, director, Baptist Hos- 
pitals of Oklahoma, Oklahoma 
City; secretary, Al Donnell, ad- 
ministrator, Muskogee General 
Hospital, Muskogee; treasurer, 
Jane Harvey, assistant adminis- 
trator, Hillcrest Medical Center, 
Tulsa. 

Virginia Hospital Association: presi- 
dent, W. C. Bloxom, administrator, 
Johnston-Willis Hospital, Rich- 
mond; president-elect, William R. 
Reid, administrator, Jefferson Hos- 
pital, Roanoke; secretary, Hunter 
A. Grumbles, administrator, Stone- 
wall Jackson Hospital, Lexing- 
ton; treasurer, David Babnew Jr., 
administrator, Northampton-Acco- 
mack Memorial Hospital, Nassa- 
wadox. | 


Johns Hopkins Reports 
$1.5 Million Operating Loss 


Johns Hopkins Hospital, Balti- 
more, reported an operating loss 
of $1,502,081 for the 1957-58 fiscal 
year. The operating loss during 
1956-57 was $1,259,756. 

Dr. Russell A. Nelson, director 
of the hospital and president-elect 
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of the American Hospital Associa- 
tion, stated that “the deficit opera- 
tion of the Johns Hopkins Hospital 
can be linked almost directly to 
the fact that payments from the 
state, city and counties for the 
care of indigent patients account 
for only about half what it cost 
the hospital to provide that care.” 

During the past year, Johns 
Hopkins reported, the hospital 
provided 61,908 days of care to 
inpatients certified as indigents by 
the state Department of Public 
Welfare. Indigent persons also 
made 77,642 visits to the hospital’s 
outpatient clinics. 

The hospital’s cost for provid- 
ing this care was $2,523,316, but 
state, city, and county payments 
amounted to only $1,270,783, cre- 
ating a net loss of $1,252,533 on 


program. 


Additionally, Johns Hopkins pro- 
vided $1,110,174 worth of free 
care for patients who could not 
qualify under any government 
program. The hospital also re- 
corded a $414,772 loss in accounts 
deemed uncollectible. 

During fiscal 1958, Maryland 
paid $13 per day for the care of 
indigent patients. Baltimore paid 
an additional $4 per day for care 
given to residents of the city. Dr. 
Nelson stated that the average day 
of patient care at the hospital cost 
$32.48. 

For the current fiscal year, the 
state payment has been increased 
to $14.40, which is still less than 
half the hospital’s cost. 

Johns Hopkins total operating 
expense during the past year was 
$12,005,955, highest total in the 
institution’s 69-year history. Total 
operating income, received mainly 
from paying patients, also reached 
a new high of $10,503,874. The 
hospital applied $936,488 from en- 


dowment and gift income to its 


operating loss, leaving a net deficit 
of $565,593. 


Urged to 
Local Hospital Facilities 


Occupational or industrial medi- 
cal departments of large manufac- 
turing plants should work in con- 
junction with their community 
hospitals. 

This, Dr. J. L. Thompson said 
before a recent mid-Atlantic re- 
gional meeting of the United States 
Section of the International Col- 
lege of Surgeons, would be of great 
assistance in treatment of major 
injuries. Dr. Thompson is chief 
surgeon of the Weirton (W. Va.) 
Steel Co. 

“The blood bank, consultants, 
and other life-saving measures of 
a general hospital are immediately 
available,” Dr. Thompson said. 
“Moving of the severely injured 
employee is reduced to a minimum. 
It is believed that this contributes 
to better treatment and a greater 
degree of survival and rehabilita- 
tion.” 

He listed the advantages of such 
an arrangement: 

1. Better service as the result of 
common use of clinical laboratory, 
blood bank, and physical medicine 
facilities. 

2. Most economical use of the time 
of the available technicians. 

3. Availability of consultation in ra- 
diology, anesthesiology, pathology, 
and other specialties. 

4. Full-time employment of well 
trained surgeon, internist, and 
others by industry is made more 
attractive. 

5. Availability of specialists for con- 
sultation and medical staff work 
at the hospital. 

Dr. Thompson’s company, em- 
ploying 12,000-14,000 persons, for- 
merly had an industrial medical 
department to take care of in- 


Marines’ Clearing Point 


Architect: Welton Becket and Associates 


THE FIRST permanent station hospital for the Marine Corps Air Station at El Toro, Calif., 
is being constructed. The 42,000 square foot structure, to cost $1,073,812, is to be 
a clearing point for the Marine Corps air arm in the Pacific. The reinforced concrete | 
E-shaped building will include a 24-bed ward and 8 2-bed rooms, 3 operating rooms, 
17 dental operating rooms, 2 oral surgery rooms, pharmacy, laboratories, diagnostic 
x-ray department, physical therapy unit, offices, storage rooms, diet kitchen, libraries, 
and conference rooms. The unit is also to operate as a land and sea rescue center. 


115 


— 


juries within the plant. Weirton 
had no hospital; the more seriously 
injured were moved to other com- 
munities. Five years ago 175-bed 


Weirton General Hospital was 
opened. 
(Continued from page 58 ) 


as possible. A copy shall be made 
available to each of the parties to 
the hearing. 

11. The decision of the hearing 
panel shall be transmitted directly 
to the Board of Trustees of the 
American Hospital Association. 
The Board shall consider the deci- 
sion and make final disposition of 
the matter. The Board may dismiss 
the complaints or grievances, or 
may reprimand, censure, suspend, 
or terminate membership of the 
party complained against. 


At present the medical staff of 
the industrial medical department, 
employed by the steel company 
and not directed by the adminis- 
tration of the general hospital, 
consists of 4 full-time physicians 


ASSOCIATION | 


and one part-time physician, 17 
nurses, 5 secretaries, and a medi- 
cal technical assistant. “The ar- 
rangements have proved to be 
more than satisfactory,’’ Dr. 
Thompson said. 


SECTION 


LISTING PARAHOSPITALS 
VOTED: To adopt the Listing Re- 


quirements for Inpatient Care Insti- — 


tutions Other Than Hospitals (see be- 
low) ; further, 

To offer a listing program to in- 
patient care institutions other than 
hospitals, the mechanics for carrying 
out such listing program to be the 
same as those for listing hospitals. 


LISTING REQUIREMENTS FOR INPATIENT CARE 
INSTITUTIONS OTHER THAN HOSPITALS 


Approved by Board of Trustees 
Nov. 21, 1958 


1. The institution shall have 
beds for the care of patients who 


require continuing planned medi- 
cal and nursing care and super- 
vision, and who stay on the aver- 
age in excess of 24 hours per 
admission. | 

2. The facility shall be licensed 
by the state, and shall comply with 
local governmental regulations. 

3. There shall be a duly licensed 
physician or physicians who shall 
advise on medical administrative 
problems, review the institution’s 
plan for patient care, and handle 
emergencies if the patient’s per- 
sonal physician is unavailable. 

4, Each patient shall be under 


WHY THATS THE 


OTHER 


YES, THATS THE 


ARTIFICIAL KIDNEY | | PERMANENT 
WE SAW IN THE | | PUMP-TANK UNIT 
WHICH HOLDS THE 


COIL FOR 
HEMODIALYSIS. 


... AND THaTs THE DISPOSABLE TWIN 
COIL WHICH FUNCTIONS FOR THE PATIENTS 
| KIDNEY DURING CORRECTIVE THERAPY. 


Morton Grove, Illinois 
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the care of a duly licensed physi- 
cian, and shall be seen by a phy- 
sician as the need indicates. 

5. There shall be a medical rec- 


ord maintained for each patient, _ 


which shall include at least a) the 
medical history, b) report of phys- 
ical examination, c) diagnosis, d) 
physician’s orders, e) progress 
notes (medical and nursing), f) 
medications and treatments given. 

6. There shall be arrangements 
to provide diagnostic services, 
such as clinical laboratory and x- 
ray procedures, which shall be reg- 
ularly and conveniently available. 

7. The nursing service shall be 
under the supervision of a reg- 
istered nurse, or a licensed prac- 
tical nurse, with a registered nurse 
regularly serving in a consultative 
capacity; and there shall be such 
other nursing personnel as is nec- 
essary to provide patient care 24 
hours a day. | 

8. Food served to patients shall 


meet nutritional and dietary re- 


quirements of the patients. 

The American Hospital Associa- 
tion may, at the sole discretion of 
its bof of Trustees, grant, deny 


or withdraw listing of an institu- 
tion. 


MEMBERSHIP FOR NURSING HOMES 


VOTED: To authorize establishment 
of a class of membership in the Asso- 
ciation to be available to nursing 
homes that meet the Listing Require- 


ments for Inpatient Care Institutions. 


Other Than Hospitals; further, 

To refer this action to the Commit- 
tee on Bylaws for drafting the neces- 
sary amendments to the Bylaws of the 
Association. 


HOSPITAL CONSTRUCTION IN 
SMALL COMMUNITIES 


VOTED: To approve the following 
Statement in Regard to Hospital Con- 
struction in Small Communities, and 
to authorize its distribution to all state 
planners and allied hospital associa- 
tions: 


State-wide planning for the de- 
velopment and expansion of hos- 
pitals, public health centers, nurs- 
ing homes, rehabilitation centers, 
and related care facilities has re- 
ceived increasing attention during 
recent years by community organi- 
zations, public agencies and inter- 
ested citizens primarily as a result 


of the Hill-Burton program. State 
plans have been carefully devel- 
oped and are revised annually to 
reflect the needs of each of the 
states. The state agency responsible 
for the administration of the Hill- 
Burton program has the valuable 
assistance of a State Advisory 
Council on Hospital Construction 
composed of recognized leaders in 
the hospital and health fields as 
well as of consumer groups. Ob- 
jectives and policies have been 
developed, re-evaluated and ad- 
justed on the basis of experience, 
and programs for coordination of 
facilities have been developed. 
Some small communities in their 
enthusiasm for a hospital have 
provided or are planning to con- 
struct a new hospital in a location 
which is not in the best public in- 
terest. The desire to provide a hos- 
pital to attract a physician to the 
community or to retain a physi- 
cian is frequently given as the 
primary reason for initiating hos- 
pital planning activities. The be- 
lief that a hospital will improve 
the economic status of a commu- 
nity is highly over-rated. Compe- 


\ 


WHENEVER THE KIDNEY | 
FUNCTION (S IMPAIRED 
AS IN ACUTE AND CHRONIC 
RENAL INSUFFICIENCY. (TS 
ALSO USED TO REMOVE 
DIALYZABLE POISONS 
FROM THE BLOOD. 


Pharmaceutical Products Division of BAXTER LABORATORIES, INC. 


(i's THE FIRST PRACTICAL AND Pe 

DISPOSABLE COIL KIDNEY... 

LOW COST. . .SUPPLIED STERILE 
AND READY FOR USE. NOW 
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tition with nearby towns, commu- 
nity pride and reluctance to travel 
are factors which are frequently 
invoked. Usually the emphasis is 
on the number of beds rather than 
on the quality of services to be 
- provided, and the importance of 
being able to secure and retain a 
competent hospital staff is fre- 
quently overlooked. 

Hospital care today means the 
provision of trained and experi- 
enced personnel for services in ad- 
ministration, nursing, laboratory, 
x-ray, anesthesia, dietetics, medi- 


cal records, physical and occupa- 
tional therapy, and other special- 
ized services. The functions of the 
business office as well as the serv- 
ice departments, 
power plant, laundry, housekeep- 
ing and maintenance, must be in 


capable hands if the hospital is to 


function properly and economi- 
cally. Small hospitals constructed 
without an adequate population 
base for support can only result 
in duplication of facilities and 
services in the area. Such small 
hospitals are too expensive, both 


including the , 


Write, wire or phone us 
collect for complete details. 


The Gordon Armstrong Co., Inc. 


HE Armstrong X-P 
(Explosion Proof) in- 
cubator was the FIRST 
explosion-proof baby in- 
cubator ever tested and 
approved by Under- 
writers’ Laboratories. 
The wide acceptance 
by hospitals everywhere 
of the X-P as an incubator 
for use in the delivery room 
or surgery where anes- 
thetic gases are used, is 
convincing evidence that 
the X-P, like all other 
Armstrong Baby Incubator 
models, answers hospital 
demands for depend- 
ability, convenient opera- 
tion and low service costs 
at a reasonable price. 


514 BULKLEY BLDG. 
CLEVELAND 15, OHIO 
CHerry 1-8345 


Armstrong Incubators are available in Canada from Ingram and Bell, Toronto, Ontario 


in construction and operating costs, 
to be justified and adequate staff- 
ing of their services is next to im- 
possible. The supply of trained 
personnel in the health field is 
extremely critical. Although there 
is a widespread interest in recruit- 
ment of young people for health 
professions it will be many years 
before adequate numbers will be 
available to supply the need. A 
hospital is only as good as the 
quality of the personnel on its 
staff. Competent hospital services 
will not be provided unless hos- 
pitals are large enough to support 
facilities and personnel. Recogni- 
tion of the importance of compe- 
tent service is essential in the best 
interests of the public. - 

Realistic hospital planning, 
therefore, means careful study of | 
the community and its surround- 
ing trade area including all adja- | 
cent hospital areas, sublimation of 
personal and community pride, 
realization that the necessity of 
traveling a reasonable distance is 
of minor importance as compared 
to securing good hospital services 
to the end that there is provided 
an orderly pattern of care facil- 
ities of high quality. Any other ac- 
tion will result in economic waste 
in capital investment as well as 
in operation, lowering standards 
of care and an inevitable loss of 
public confidence in the services 
provided in hospitals in the com- 
munity, the state and the nation. 


AHA PROGRAM IN NURSING 
VOTED: To approve the Program 
in Nursing of the American Hospital 
Association. 
PROGRAM IN NURSING OF AMERICAN 
HOSPITAL ASSOCIATION 


Approved by Board of Trustees 
Nov. 21, 1958 


Under the general policies of the 
American Hospital Association 
and working through staff, coun- 
cils, committees, institutes, and 
cooperatively with nursing organ- 
izations, the American Hospital 
Association proposes to: : 

1. Analyse problems of supply 
distribution, and _ utilization of 
nursing personnel in relation to 
needs for patient care by hospital 
personnel through: 

a) Collection of data from the 
questionnaire for the annual 
Survey of Hospitals Accepted 
for Listing and other studies 
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YOU SAVE money for your hospital when 
you buy Gudebrod silk and cotton sutures. 


Sterilize Gudebrod sutures as you need them 
and save UP TO 50% of your suture 
COST. Every improvement non-absorb- 
able sutures is incorporated in these 


SUTURES... manufactured by Gudebrod - 


for eighty-nine years. 


Reduce costs WITH no sacrifice in quality. 
Buy GUDEBROD and save. Write for 
the Gudebrod story, “How You Can Save 
up to 50% of Your Suture Cost.” 


Gudebrod pros. 


SILK CO., INC. UNIVERSAL SAFETY SIDE 


Surgical Division: Executive Offices: 
225 West 34th St,, 12 South 12th St., BY 
New York 1, N.Y. Philadelphia 7, Pa. 


CHICAGO BOSTON LOS ANGELES 


® 


@ Permits ambulent patients to get in or out of bed unaided 


Faced With a Fund-Raising Problem? @ Provides full protection against roll-out 


A real time-saver for your busy staff! Royal DOUBLE- 
DUTY Safety Sides provide complete, nonconfining pro- 
tection against bed-falls, yet permit ambulent patients 
; the freedom and convenience of getting in or out of bed 
with over 45 years of successful experience. at will. 


NEW SIMPLICITY 


With Safety Side in intermediate 
position (shown above), foot end 
is lower than surface of mattress. 
Patient can easily swing feet to 


Fund-Raising is Our Business... 


FULLY RAISED 


floor. Top bar and bed end pro- 


AMERICAN CITY BUREAU 


of bed remains sufficiently high to 


(Established 1913) INTERMEDIATE 
FINGER-TIP ADJUSTMENT 


Chrome-plated sides adjust in sec- 
onds to up, intermediate, or down 


° ition. And, th ew DOUBLE- 
3520 Prudential Plaza DUTY sides be 
changeably on the same_ brackets 


Chicago 1, Illinois as standard Royal Universal Safety 


FULLY LOWERED 


POSITIVE LOCKING 


New, practically tamper-proof 
button release inset in bevell 


Founding Member American Association guard locks sides in intermediate 
or full-up position. Locking 
plunger is double-size for maxi- 


of Fund-Raising Counsel mum safety. 


Write for complete information 


ROYAL METAL MANUFACTURING COMPANY 
One Park Avenue « New York 16 « Dept. 7-A 


r Quick bed mak 
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and coordination of these with 
the data of others. 

b) Development of a system 
for the continued collection of 
statistics on nursing. 

2. Promote a uniform cost ac- 
counting system in hospital schools 
of nursing. 

3. Study legislation affecting the 
practice of nursing. 

4. Promote good personnel prac- 
tices for nursing personnel. 

5. Promote sound educational 
programs in hospital schools of 
nursing through expansion of ex- 


isting school facilities and estab- 
lishment, of new schools. 

6. Promote efforts: to obtain fi- 
nancial support from federal and 
other sources for construction of 
housing and teaching facilities and 
for operating expenses for schools 
of nursing, and, where appropriate, 
for scholarships for students. 

7. Promote efforts to improve 
preparation of faculty, supervisory 
and administrative personnel. 

8. Cooperate with and _ assist 
junior and senior colleges and uni- 
versities offering basic and ad- 


Building Good Will 


through 
Successful 


HOSPITAL FUND RAISING 
for 39 Years 


TAMBLYN AND BROWN 


INCORPORATED 
Empire State Building 
New York 1, New York 


Charter Member: 


American Association of Fund-Raising Counsel 
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vanced nursing educational pro- 


grams. 

9. Promote short-term programs 
for preparation of faculty. 

10. Provide consultation serv- 
ices for hospital schools of nursing 
and nursing service departments 
through American Hospital Asso- 
ciation staff. 

11. Cooperate with professional 
and practical nurse organizations 
in recruitment, and investigate the 
desirability of an American Hos- 
pital Association recruitment pro- 
gram. 

12. Promote and support experi- 
mentation in nursing education 
programs and nursing service. 

13. Promote sound practical 
nurse educational programs. 

14. Promote inservice training 
programs for all ancillary nurs- 
ing personnel, plus promotion of 
teacher-trainer programs for these 
instructors... 

15. Continue to encourage hos- 
pital administrators to support 
and provide opportunities for the 
department of nursing service to 
work cooperatively with the medi- 
cal staff and hospital departments 
in efforts to improve patient serv- 
ices. 

16. Continue to promote inde- 
pendent and cooperative sponsor- 
ships of the institute program. 

17. Continue to promote inde- 
pendently and cooperatively man- 
uals and other publications on. 
nursing service and nursing edu- 
cation. 

18. Review accreditation pro- 
grams for hospital schools of nurs- 
ing to insure high standards, sim- 
plicity, lowest possible cost. 


ASSESSMENT OF HOSPITAL 
MEDICAL STAFFS 


VOTED: To approve the following 
statement for distribution to all in- 
stitutional members: 

a) It is improper in principle to 
assess the members of the medical staff 
on a compulsory basis for the day-to- 
day operation of the hospital. 

b) New hospital construction 
should be in response to the com- 
munity need recognized not only by 
the hospital governing board but also 
by the hospital medical staff. 

c) It is vital to the success of a 
hospital’s fund-raising campaign to 
obtain the support and interest of the 
hospital medical staff prior to the 
campaign. 

Giving by the hospital medical 
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staff should be on a voluntary basis, 
its campaign quota being set jointly 
by the hospital governing board and 
the hospital medical staff. 
‘MEDICARE’ PROGRAM 

VOTED: To urge that any increased 
financial participation in the “medi- 
care” program by servicemen’s de- 
pendents be a charge for medical 
service and not for hospital service, 
and that any such additional partici- 
pation be in the form of an increase 
in dollar payments rather than a fur- 
ther reduction in benefits. 


EDUCATIONAL ACTIVITIES IN 
UNIVERSITIES 

VOTED: To encourage the conduct 
by or in universities and colleges, of 
educational activities relating to hos- 
pital services, including institutes, 
short courses, workshops, extension 
courses, correspondence courses, lec- 
tures, and symposia; further, 

To cooperate in such activities when 
possible and when requested by uni- 
versities and colleges. 


(ROCKFORD) ILLINOIS HOSPITAL 
SERVICE 
Mr. Swanson, chairman of the 


ad hoc Committee for Hearing the 
Petition of Illinois Hospital Serv- 


ice, Inc., Rockford, reported on the | 


deliberations of the committee with 
legal counsel following the hear- 
ing held Oct. 10, 1958, in the offices 
of the Association regarding the 
membership status of this Plan in 
the Association. 

VOTED: To approve the recom- 
mendations of the Committee for 
Hearing Petition of Illinois Hospital 
Service, Inc., Rockford, that: 

1) Illinois Hospital Service, Inc., 
be given temporary reapproval as an 
institutional member, Type IV, until 
Feb. 3, 1959, pending a further effort 
to work out a mutually satisfactory 
license agreement in order to give 
Illinois Hospital Service, Inc., the op- 
portunity to reconsider its position in 
the light of the opinion of special 
counsel; further, 

2) The attention of Illinois Hos- 
pital Service, Inc., be called to the 
requirement that, if it is to be ap- 
proved for the calendar year 1959, it 
must establish by Feb. 3, 1959, its 
compliance with all of the Approval 
Standards of the American Hospital 
Association. 

The secretary was instructed to 
transmit this action to-Illinois Hos- 
pital Service, Inc., and to advise 
the Plan that it is the hope of the 
_Board of Trustees that a mutually 
satisfactory agreement complying 
with Approval Standard No. 9 may 
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MORE DOCTORS RECOMMEND 


IVORY THAN ANY OTHER SOAP! 


MILD, EFFICIENT, ECONOMICAL — for years and years 
Ivory has enjoyed the respect and confidence of the medical pro- 
fession. It is the soap that is used for care in the hospital as well as 
for care at home. 

Ivory’s rich, abundant lather cleanses thoroughly, yet is so mild 
that it’s safe for even a baby’s tender skin. 

If you aren't using Ivory in your institution, give it a trial. You'll 
find it efficient and economical to use. ; 


PROCTER & GAMBLE 


P.O. Box 599, Cincinnati 1, Ohio 
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be worked out before the next an- 
nual approval date, which will be 
Feb. 3, 1959, the next meeting of 
the Board. It was the opinion of 
the Board that, unless Illinois Hos- 
pital Service, Inc., can satisfy the 
trustees of compliance with all 
standards by that date, approval 
should be withheld and that there 
should be no further period of 
grace or reconsideration. 


Hospital association meetings 
(Continued from page 6) 


22-24 South Dakota Hospital Association, 
Huron 

23-24 lowa Hospital Association, Des 
Moines (Savery Hotel) 

27-29 Tri-State Hospital Assembly, Chi- 
cago (Palmer House) 

27-May 1 American Psychiatric Associa- 
tion, Philadelphia 

27-May 1 National Association for Practi- 
cal Nurse Education, Cincinnati 
(Netherland-Hilton Hotel) 

28-May 1 Occupational Therapists, Waco, 
Tex. (Roosevelt Hotel) 


MAY 


4-7 Association of Western Hospitals, 
Salt Lake City, aay (Utah Hotel) 

4-8 Dietary Administration, 


6-8 American Pediatric Society, Buck Hill 
Falls, Pa. 
7-8 Tennessee Hospital Association, 
Nashville (Andrew Jackson Hotel) 
11-13 Canadian Hospital Association, Mont- 
real (Queen Elizabeth Hotel) 
11-14 Texas Hospital Association, Houston 
(Shamrock-Hilton Hotel) 


11-15 National League for Nursing, Phila- 


delphia (Convention Hall) 

13-15 Upper Midwest Hospital Conference, 
St. Paul (St. Paul Auditorium; 
Lowry and St. Paul Hotels) 

14 Massachusetts Hospital Association, 
Boston (Statler Hotel) 

18-21 Hospital Dental Service, San Fran- 
cisco (Sheraton-Palace Hotel) 

20-22 Middle Atlantic Hospital Assembly, 
Atlantic City, (Convention Hall) 

20-22 New Jersey Hospital Association, At- 
lantic City (Convention Hall) 

20-22 Hospital Association of New York 
State, Atlantic City, N. J. (Convention 
Hall) 

20-22 Hospital Association of Pennsylva- 
nia, Atlantic City, N. J. (Convention 
Hall) 

24-29 National Tuberculosis Association, 
Chicago (Palmer House) 

25-27 Hospital Law, Boston (Somerset Hotel) 
25-29 Nursing Service Administration, 
Cleveland (Pick Carter Hotel) 
30-June 4 Catholic Hospital Association, St. 

Louis (Kiel Auditorium) 


JUNE 


1-3 Advanced Institute for Medical Rec- 
ord Librarians, Chicago (AHA Head- 
quarters) 

1-6 International Hospital Congress, Edin- 
burgh, Scotland 


2-3 Maine Hospital Association, Rockland 
(Samoset Hotel) 
4-5 American Geriatrics Society, Atlantic 


(AHA Headquarters) 
8-12 American Medical Association, At- 
lantic City, N. J., (Convention Hall) 
10 Connecticut Hospital Association 
15-19 Hospital Pharmacy, Salt Lake City 
(University of Utah, Union Building) 
18-19 New Hampshire Hospital Association, 
Whitefield (Mountain View House) 
21-23 Michigan Hospital Association, De- 
troit (Sheraton-Cadillac Hotel) 


Service from headquarters 
(Continued from page 27) 


lationship to workmen’s compen- 
sation rates. | 

3. A responsible person such 
as the executive housekeeper, to 
study incidents pertaining to pub- 
lic safety which involves general 
liability insurance. 

4. A responsible person such as 


the chief engineer to study inci- 


dents and inspect the premise and 
equipment. These activities are 
closely related to property insur- 
ance. | 

The individuals charged with 
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such responsibility must be free to 
immediately investigate each inci- 
dent and have the authority to rec- 
ommend and initiate changes to 
prevent their recurrence. In some 
cases, a committee is appointed to 
each of these specific areas to re- 
duce the time required for any 
one individual to investigate each 
incident. In such cases the person 
indicated above should still be re- 
sponsible for the safety program 
in his specific area. 

Each of the individuals respon- 
sible for a segment of the safety 
program should be informed of 
the effect of safety on insurance 
premiums and with a member of 
the administration, utilize the fa- 
cilities of insurance companies, 
fire departments, building inspec- 
_tors, licensing agencies, etc., to 
improve the safety level of the 
hospital. Most of the above agen- 
cies are more than willing to 
assist in developing a good pro- 
gram and aé safer hospital. On 
numerous occasions it has been 
demonstrated that the insurance 
premiums are directly related to 
the effectiveness of the safety pro- 
gram in any given area. 

It should be emphasized, that 
even though analysis of incident 
reports will pinpoint problem 
areas, the safety organization of 
the hospital should be actively en- 
gaged in eliminating unsafe prac- 
tices and procedures which might 
ultimately create an incident. A 
good place to start is the elimina- 
tion of as many of the obvious 
hazards as possible that have ex- 
isted for some time in every build- 
ing. 

Your hospital or administrative 
library should have a copy of the 
AHA Hospital Safety Manual and 
also the Hospital Literature Index. 
The Index contains references to 
available literature on safety in 
hospitals.—Jack D. DILLMAN 


Book reviews 
(Continued from page 78 ) 


trative staff who would participate 
in such a program should follow 
suit. The administrator should 
conduct a series of meetings with 
his staff to make sure that it is 
interpreted the same way by all. 
It would also be beneficial to re- 
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Union Hospital, Dover-New Philadelphia, Ohio, keep maintenance costs low. 


SOILPROOF MARLITE PANELING , 
can save you 75c of every maintenance dollar 


An actual hospital case history shows that maintenance was reduced 
75% after Marlite- paneling was installed. Reason for the saving? 
Marlite’s baked melamine plastic finish resists heat, moisture, grime 
and stains. Marlite stays like new for years with an occasional damp 
cloth wiping. 

Moreover, this versatile paneling —in a wide selection of sizes, colors, 
and patterns—can be installed by your own maintenance men without 
interrupting normal hospital activities. No muss or fuss. No lingering 
paint odors, messy plaster dust. Before you complete your building or 
remodeling plans, investigate economical Marlite paneling. For details, 
see your architect, contractor or building materials dealer—or write 
Marlite Division of Masonite Corporation, Dept. 112, Dover, Ohio. 
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view the experiences of other hos- 
pitals with methods improvement 
programs. The necessity of follow- 
ing each step should be emphasized. 
The scope should be established, 
the objective sighted, and support 
obtained for the program. Mem- 
bers of the team have to be briefed 
and assigned an area of the pro- 
gram for which they are responsi- 
ble. 

The committee wisely warns that 
although a program should not be 
looked upon primarily as a money- 
saver but rather as a way to an 
improved service. It will all be in 
vain, however, if there is no steer- 
ing committee to do the follow-up 
once the program has been in- 
itiated.— JOHN B. WARNER JR., as- 
sociate director, Firmin Desloge 
Hospital, St. Louis. 


Executive development | 


DEVELOPMENT EXECUTIVE SKILLS, NEw 
PATTERNS FOR MANAGEMENT 
GrowTH. American Management 
Association. New York, The Asso- 
ciation, 1958. 432 pp. $9. 


This book is a revision and up- 
dating of a previous American 
Management Association publica- 


tion, The Development of Execu- 
tive Talent, published in 1952. 
This current book is divided into 
the following sections: | 
I Essentials of Management 
Development 
The Program and Its Set- 
Tools and Techniques 


II A Look at Company Experi- 


ence 
Large Corporations 
Progress in Production 
Management 
A Word by Small Business 
III Developing Tomorrow’s_ 


Leaders 

IV Supplementary Readings in 
Management Develop- 
ment 


The various chapters and sec- 
tions are written by 38 experts in 
the management field. A fairly 
consistent approach and philoso- 
phy is adopted by all writers but 
this, of course, is modified by and 
varies with the approaches taken 
to management development by 
the different companies. 

Sections I and III, general the- 
ory and techniques, have good ap- 


plication to the hospital field. 
However, the examples cited in 
Section II, while of general inter-— 
est, have little application to any 
field except manufacturing. 

Of real significance and help is 


the section written by Louis A. 


Allen, in which he defines the 


-manager’s job and identifies the 


development of executives as an 
activity which takes place only 
by “doing” and is effective only 
“when it is a part of the business 
of managing the company.” — 

The sections on “Management 
Development Methods’, “On-the- 
Job Coaching’, “The Problem- 
Solving Conference”, and ‘Per- 
formance Appraisal’’ provide 
definite assistance for hospital 
management in the difficult area 
of developing administrators and 
department heads. 

A helpful section by Professor 
Earl Planty of the University of 
Illinois, ‘‘Counseling Executives 
after Appraisal’, is included. The 
problem of how to effectively han-° 
dle the different kinds of reactions 
fo counseling which may be en- 
countered is very well done and 


Have your 


Diagnosed by a 
Specialist in 


THE FIRST STEP 
in planning a successful 
fund raising campaign 


Fund Raising Potential 


Hospital Campaigns 


This expert analysis is 

an essential First Step in 
helping a Board decide upon 
a realistic expansion program 


WARD B. JENKS & ASSOCIATES 
Hospital Fund Raising Specialists 


135 South La Salle Street, Chicago 3, Illinois 
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experience. 


tp Home Study Courses in 
HOSPITAL ACCOUNTING 


Sponsored by the American Association of Hospital Accountants, 
the ‘Indiana University. School of Business, and administered by 
the Indiana University Correspondence Study Bureau. 


PRINCIPLES OF HOSPITAL ACCOUNTING 

3 Semester Hours $36.10 7 
A beginning course designed to provide a solid foundation in the | 
basic principles and practices of hospital accounting. Consists of 
20 written assignments. 3 


INTERMEDIATE HOSPITAL ACCOUNTING 
Semester Hours $39.10 
An intermediate level course, emphasizing practical solutions to 
the more difficult accounting problems arising in day-to-day hos- 
pital operations. Full consideration is given to simplified shortcuts. 
Prerequisite: Principles of Hospital Accounting or a semester 
of college-level beginning accounting, or the equivalent in 


HOSPITAL BUDGETING AND COST ANALYSIS 
3 Semester Hours $36.95 

This course stresses the theories underlying the important areas 
of hospital management accounting. 

Prerequisite: One year of college-level accounting or A233 

or the equivalent in experience. 

Discuss these courses with your Hospital Administrator. 
For further information, write to 


INDIANA UNIVERSITY 


Correspondence Study Bureau 
Bloomington, Indiana 
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should be of marked assistance to 
all top executives. 

This book should be required 
reading for administrators who are 
attempting to improve the service 
and efficiency of their organization 
by developing better executives. 
—JAMES W. STEPHAN, associate 
director, course in hospital admin- 
istration, University of Minnesota. 


Michigan law reference 


MICHIGAN MANUAL ON HOSPITAL LAW. 
H. F. Bartelt. Lansing, Mich., Mich- 
igan Hospital Association, 1958. 512 
pp. $12.19 (including postage). 
The rise of interest in the field 

of hospital law has been accom- 

panied by the desire to have ready 
reference to the laws affecting 
hospitals in a given state. To this 
end, some state hospital associa- 
tions have invested in a compila- 
tion of those statutes of which 
hospital administration should be 
aware. This has invariably consti- 
tuted a major. time-consuming 

project. Once published, such a 

volume becomes partially obso- 

lete through the actions of, subse- 
quent sessions of the state legis- 
lature. 


A collection of state statutes. 


which have some bearing upon 
hospital administration may be 
deceptive in that the common law, 
which constitutes a substantial 
body of law affecting hospitals, is 
not codified. It exists in the court 
decisions of the state. The topics 
of liability for negligence, consent, 
libel, and malpractice, for exam- 
ple, ordinarily are not statutory. 
A volume on hospital law would 
be less than completely effective 
without treatment of the case law 
of the state. 

The Michigan Manual on ‘nek 
pital Law overcomes some of the 
obstacles in that it contains not 
only the statutes but the cases and 
attorney general opinions inter- 
preting those statutes. In addition, 
the pertinent rules and regulations 
promulgated by state agencies, 
codes of ethics and standards for 
accreditation are included. The 
common law cases are omitted, 
however. 

The Michigan volume is current 
as of January 1, 1958. There is 
room for “pocket parts’, a method 
whereby legal references are kept 
up to date by insertion of annual 
supplements. It is hoped that the 
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Michigan Hospital Association can 
make available periodic inserts 
so that persons using the volume 
may not be misled by obsolete 
language. 

In the hands of a hospital law- 
yer such a work can be extremely 
useful; for the administrator it 
may make possible a more satis- 
factory working relationship with 
the hospital’s attorney. 

—ARTHUR H. BERNSTEIN 


Law case collection 


LAW OF HOSPITAL AND NURSE. Eman- 
uel Hayt, Lillian R. Hayt, August 


H, Groeschel and Dorothy McMul- 
lan. New York, Hospital Textbook 
Co., 1958. 395 pp. $10. 


The authors of Law of Hospital 
and Nurse are to be congratulated 
on making available to the nurs- 
ing profession and to hospital ad- 
ministrators a text which deals 
with a timely and: very practical 
subject. 

The volume is a compilation of 
hundreds of actual case histories 
(with citations) in which nurses 
and the hospitals have been held 
to account for their actions and 
where courts and juries have made 
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decisions as to whether or not 
their actions under certain cir- 
cumstances have constituted neg- 
ligence or other torts. 

The book includes a chapter 
dealing with the legal control of 
nursing practice and a discussion 
of the all-important question of 
the distinction between the prac- 
tice of medicine and the practice 
of nursing including material on 
the legal status of student and 
practical nurses. Many pages are 
devoted to the administrative as- 
pects of nursing, such as the legal 
implications of the admission and 
discharge of patients, responsibil- 
ity for the safekeeping of a pa- 
tient’s property, the patient’s right 
of privacy, consent for treatment 
and autopsy, confidential commu- 
nications to nurses, and the pa- 
tient’s medical record. A wealth 
of material covering such specialty 
areas as operating rooms, delivery 
rooms, blood banks, newborn nurs- 
eries and psychiatric units will be 
found in the text. 

The book is interesting and 
pleasant reading. It is not a sub- 
stitute for any of the previous 


works of the authors; if anything, 
it is an elaboration of one small — 


part of their earlier Law of Hos- 
pital, Physician and Patient. This 
new volume confines itself to the 
law as it affects nursing. There 
are many instances, of course, 
when others—including hospitals 
and doctors—are responsible to- 
gether with the nurse for the lat- 
ter’s actions. To this extent the 
law of the physician and hospitals 
is covered as well. 

This book should be a part of 
every nurse’s library and should 
be required reading for all stu- 
dent nurses. No hospital or school 
of nursing library should be with- 
out it. Hospital administrators will 
find much of the information it 
contains very beneficial. 

As the authors themselves state 
in their preface, the book is not 
intended to make lawyers out of 
nurses. They caution that there is 
no substitute for competent legal 
advice, but state .hat this work 
makes available to nurses and to 
hospital administrators a text that 
presents many practical lessons 
in patient care derived mainly 


from situations that have given 
rise to law suits in the past.— 
JOSEPH V. TERENZIO, executive di- 


rector, Knickerbocker Hospital, 


New York, N.Y. 
Two books on leadership 


LEADERSHIP ON THE JOB; GUIDES TO 
Goop SUPERVISION, edited by the 
staff of Supervisory Management. 
New York, American Manage- 
ment Association, 1957. 303 pp. $6. 

MopULAR MANAGEMENT AND HUMAN 
LEADERSHIP. Frank Pieper. Minne- 
apolis, Methods Press, 1958. 288 


pp. $6.50. 

With the large number and 
wide variety of books available 
in the field of supervision, any 
new book should represent a real 
contribution in either content or 
approach. Leadership on the Job 
passes this rigid test; Modular 
Management and Human Leader- 
ship does not quite make the 
grade. 


COLLECTION OF ARTICLES 


_ The former consists of 42 chap- 
ters, each about 7 pages long, 
written by 23 authors plus 9 
American Management  Associ- 
ation staff members. The chapters 


this efficient 


writing. 


@ Prevents lost charges, pre- — 
vents waste in all departments. ———_———.- — 
@ Ideal for machine as well as —— 4 
hand posting systems. ————————— 
@ Ask your “Shelby” Repre- _—— 
sentative to demonstrate the ———<—<== 
advantages. There's no obliga- ———— 


THE 


COMPANY 


SAL FICES IN PRINCIPAL CI 
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SYSTEM 


saves time, cuts losses 


Shelby’s Uniticket Recorder provides hospitals with the best 
system for recording, accumulating and posting special charges. 
Accounting office promptly receives Uniticket slips of each charge 
against patient’s account for immediate posting. Each department 
automatically has its own summary of charges without extra 


For a Handy Purchasing 
Reference 


see the 


GUIDE FOR 


HELBY 


ERYWHERE 


| HOSPHAL BUYERS 


on the Goldenrod pages 
Part Il of the Aug. 1, issue 


HOSPITALS 


Journal of the American Hospital Association 


18 E. Division Street 


Chicage 10, Illinois 
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have been selected and edited by 
the staff of Supervisory Manage- 
ment, an American Management 
Association monthly periodical. 
Although the book is well edited, 
the variety of authorship neces- 
sarily results in a somewhat un- 
even quality of style and content. 
This is not a major handicap, since 
the book obviously should be di- 


gested by the reader one bite at . 


a time. 

The 42 articles cover character- 
istics of a good supervisor, com- 
munications, personnel selection, 
personnel development, employee 
attitudes, special personnel prob- 
lems, organization of the super- 
visor’s job, union management re- 
lations, and community relations. 
Each article uses a “how to do 
it” approach, addressing the su- 
pervisor as “you”, and breaking 
down the problem at hand to half 
a dozen or so major facets. 

The book is not a reference 
work nor a systematic treatment 
of management theory, but a 
readable compilation of sound ex- 
perience. Reference is made in 
broad terms to research findings, 
but specific research is not citéd 
and there is no bibliography. This 
does not detract from the value 
of the book since it is meant. to 
be read by the practitioner rather 
than by the student of supervision. 

The reader who likes to make 
marginal notes will find the es- 
pecially wide end margins a wel- 
come feature. Others may find 
the frequent illustrations in these 
margins rather distracting. 

Written for “middle manage- 
ment”, Leadership on the Job 
will be useful to many adminis- 
trators and department heads of 
hospitals. Much of it might be 
utilized as discussion material in 
hospital supervisory training pro- 
grams. 


THE NONAUTHORITATIVE APPROACH 
Modular Management and Hu- 


man Leadership attempts to cover 


approximately the same range of 
material, emphasizing the worker- 
centered (human leadership) in 
contrast with the production-cen- 
tered (modular management) ap- 
proach. Throughout the book the 
author also emphasizes and illus- 
trates the value of the nonauthori- 
tative approach to employees. 

The liberal use of the first and 
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second person singular gives the 
impression of a group of lectures 
by the author in a course of su- 
pervision. The book is sprinkled 
liberally with contractions, such 
as “don’t”, “‘you’ve” and “they’ll”, 
The style sometimes becomes 
downright breezy; for example 
the title of Chapter 9 is “Tune 
in and reach out” and there is a 
section entitled “Don’t get caught 
with your plans down’’. 

This manual, as contrasted with 
the American Management Asso- 


at the foreman or first line su- 
pervisory level. In hospital terms 
it seems, for example, more ap- 
plicable to the head nurse than 
to the nurse supervisor. 

The emphasis on improved tech- 
niques of interpersonal relation- 
ships is one to which all hospi- 
tal administrators can subscribe 
heartily. Limitations in organiza- 
tion and style decrease the effec- 
tiveness of getting across these 


techniques to the reader.—SIDNEY 


LEWINE, director, Mount Sinai 
Hospital of Cleveland. 


ciation book, is more clearly aimed 


How to determine 
your fund-raising 


Start with a careful analysis of your needs. Then consult ex- 
perienced professional counsel on the fund- “raising potential of 
your hospital’s service area. 

Ketchum, Inc. has conducted surveys to help hospitals 
determine building-fund goals for forty, years. Our clients 
have found that the modest fee charged for this service is 
well worthwhile. 

Here’s what we do. An experienced member of our staff 
makes a detailed on-the-scene study of your situation. He goes 
over your hospital’s needs with you. He analyses the commu- 
nity’s ability to support your fund-raising campaign. 

Next, he consults detailed records of dozens of successful 
campaigns that Ketchum, Inc. has directed for hospitals like 
yours. These recérds indicate what support your hospital can 
expect from corporations, foundations, individuals and other 


sources of funds. | 

He then advises you as to when to campaign, how to prepare 
for and conduct your campaign, what it will cost. 

Under Ketchumi, Inc.’s direction, hundreds of hospitals have 
set and achieved their building fund goals. We will be glad to 
discuss your fund-raising plans with you without obligation. 


KETCHUM, INC. 
Direction of Fund-Raising Campaigns 
CHAMBER OF COMMERCE BUILDING 
PITTSBURGH Ig, PA. 


s00 FIFTH AVENUE, NEW YORK 36, N.Y. 
JOHNSTON BUILDING, CHARLOTTE 2, N.C. 


JOHN H. HAYES 


Inasmuch as this column is usu- 
ally to be found among the Clas- 
sified Ads, there is no reason why 
I should not start a placement 
agency of my own: 

HAYES HOSPITAL 

PERSONNEL BUREAU 

“We Tell You Where ‘You Can Go”’ 

POSITIONS OPEN 
ADMINISTRATOR: For 73% bed 
hospital (one bed is a cot) in Mid 
East. Must be golfer playing in 
low 120’s, experienced in playing 
with Trustees; single, good look- 
ing and young enough to attract 
nurses; salary, twice what you are 
now getting, plus full maintenance 
and golf and Rotary dues. 
ASST. ADMINISTRATOR: Pref- 


erably an ex-trouble shooter in a 
gas company, accustomed to han- 
dling complaints of overcharging. 
HEAD DIETITIAN: For 700 bed 
hospital. Must be capable of con- 
vincing help that food in cafeteria 
is as good as that given to patients. 
PEDIATRIC NURSE SUPERVI- 
SOR: One who has had experience 
in handling worried mothers. 


* * * 


No, Myrtle, a house divided 
against itself is not a split level. 


* * * 


There are many lovely get-well 
cards to send to people whom you 
like. That’s fine; but what about 
having cards to send to patients 
you do not like? Like these, for 
instance: 

So they took out your appendix! 

I was very much in doubt 

They could ever take things 


from you. 
Now I learn they knocked 
you out. 
* * 


You have a new boy baby. 
I hoped he’d be pretty and 
chubby; 


But now I’m sad because I’m 
told 
That he looks just me your 
hubby. 
* * * 
You went to the hospital again, 
I now see, 
To have an expensive test. 
As a Blue Cross subscriber you 
think it is free 
And you wanted to have a 
good rest. 

I can’t imagine where I get such 

nasty ideas. 
* * * 

Along about this time of year I 
look over the Christmas cards I 
received, to learn whom I missed 
when sending out mine; and who 
failed to send me one this year, 
thus making it possible for me to 
cross off his name from my list 
(until he starts sending me one 
again next year). 

Again I determine to try to find 
a card for next Christmas which 
will cut down my labor and ex- 
pense by 80 per cent. It would 
read, “Five Merry Christmases and 
a Happy 1960, 1961, 1962, 1963 and 
1964.” 


Or, 


HA 


“Where there's the 


“To simply say that the campaign was successful because we 
went well over our goal would not do justice to your accomplishments.” 


WiILLis H. BRIDDELL, President, Carvel Hall Cutlery 


. successful in every sense of the word .. .” 
ALFRED J. BRYAN, JR., Administrator 


Specialists in Successful Hospital Campaigns ™®™®=® 


ANEY ASSOCIATES INC. 


797 WASHINGTON ST. DECATUR 2-6020 CONSULTATION 
NEWTONVILLE 60, MASSACHUSETTS =on Your FuNp-RAISING PROBLEM | 
A BALIMARE OF 


WITHOUT OBLIGATION OR EXPENSE 


$216,872.36 
1,356 
$159.94 


for over 30 years 


From a ‘win of 
3,688 people, 
with a goal of $150,000.00, 


LIN 
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PRO RE NATA 
BANK OF Pupiic SUPPORT. 
Crisheld, Maryland May 15 1958 
ON 
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SERVICES 


A HOUSEKEEPING PROBLEM? Let us 
help you with your cleaning problems. 
Done by scientifically trained and bonded 
men who come to your hospital, study 
the problem, suggest corrections, train 
and supervise your personnel. Better Home 
and Industrial Cleaning Service, 88 Wil- 
liam Street, White Plains, New York. Tele- 
phone ROckwell 1-3433. 


WANTED 


SELLING HOSPITALS? CARRYING A 

SIDELINE interest you? Then AAA-1 

company is looking for you. Products top 

quality in their field, enjoy national dis- 

tribution. Basis strictly commission, 15%. 
ddress HOSPITALS, Box I-59 


FOR SALE 


CELLULOSE TOWELS: Disposable, less 
than penny each. 3-ply cellulose size 13”x 
20”. White, lint free, sanitary. Excellent 
for use in dispensary, first aid room, out- 
patient or emergency. Send for samples 
and price list. Graham Manufacturing 
Company, Holyoke, Massachusetts. 


HOSPITAL: for sale-65 bed hospital, fully 
equipped, choice location, on Lake Shore 
= Chicago. Address HOSPITALS, Box 


POSITIONS OPEN 


DIRECTOR OF NURSING: Administer and 
coordinate program of nursing service and 
school of nursing. 185 bed general hospital, 
.C.H.A. approved, approved diploma 
school of 150 students, new student dormi- 
tory and nursing education building, mas- 
ter’s degree desired but not required. Ex- 
cellent working conditions, personnel 
policies, and very attractive salary. Recruit- 
ment of registered nurses and student 
nurses is not a problem. 95% of active 
medical staff is board certified. Contact 
Byron D. Jackson, Administrator, St. 
Luke’s Hospital, Fargo, North Dakota. 


DIETITIAN: Opening in 400 bed hospital 
which is adding 120 bed rehabilitation unit. 
Excellent opportunity in therapeutic or 
administrative work for A.D.A. registered 
Salary commensurate with train- 
ng and experience. Liberal benefits. A 
ly Personnel Director, Iowa Method st 
ospital and Raymond Blank Memorial 
Hospital for Children, Des Moines, Iowa. 


BUSINESS MANAGER—COMPTROLLER: 
Capab’e of assuming authority. Reorgani- 
zation of all phases of business office. 85 
bed J.C.A.H. approved hospital. Western 
Pennsylvania famous resort area. Address 
HOSPITALS, Box I-85. Stating experience 
and qualifications, salary desired and when 
available. 


THERAPEUTIC & TEACHING DIETI- 
TIAN: ADA member. Position open im- 
mediately, 40 hour week, 250 bed hospital, 
School of Nursing. Salary commensurate 
with background and experience. Apply 
Mr. A. C. Weaver, Charleston General 
Hospital, Charleston, W. Va. 


LABORATORY TECHNICIAN: qualified, 
salary commensurate with training and 
experience, for 41-bed accredited hospital. 
Contact Norman Schauer, Administrator, 
— Hospital, Littleton, New Hamp- 
shire. 


DIETITIAN: 90 bed accredited hospital. 
Help maintain patients contact. Salary 
open. Excellent benefits. Write or phone: 


Administrator, Sidney A. Sumby Hospital,. 


River Rouge 18, Michigan. 


REGISTERED LABORATORY TECHNI- 
CIAN: Male or female. Will consider re- 
cent graduate who has not taken the reg- 
istry. Good personnel policies; salary open. 
Write or phone: Administrator, Sidney A. 
Sumby Hospital, River Rouge 18, Michigan. 


REGISTERED MEDICAL RECORD LI- 
BRARIAN: St. Francis Hospital, Pough- 
keepsie, N. Y., 1% hours from New York 
City, 200 beds’ expanding to 300 beds. Ac- 
commdations to live in. Monthly salary 
$350 to $400 
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DIRECTOR OF MEDICAL INSTITUTION: 
Salary range $16,788-$20,400. Head 465 465 bed 
general hospital which is approved for in- 
ternship and residency training. New 525 
bed building ready for occupancy Septem- 
ber 1959. Three years of experience in an 
approved hospital of at least 150 bed is re- 
——— for applications, write Santa Clara 
ounty Personnel Department, 215 No 
First Street, San Jose, California. Final ap- 
plication date February 16, 1959. 


DIRECTOR OF NURSING: Direct and co- 
ordinate work of Nursing Service and 
School of Nursing. JCAH accredited, non- 
sectarian hospita ‘of 576 beds (including 
125 non-acutebeds) and NLN accredited 
diploma program school of 160 students. 
Prefer masters degree in administration 
or education with successful experience. 
Excellent salary, personnel policies. City 
of 110,000 located on beautiful Lake Su- 
perior. Write Personnel Director, St. Luke’s 
Hospital, Duluth 11, Minnesota. 


REGISTERED LABORATORY TECHNI- 
CIAN: Florida Hospital; 40-hour work 
week; top salary. Apply to: Personnel Di- 
rector, .O. Box 1990, Daytona Beach, 
Florida. 


DIETITIAN: Fine opportunity in progres- 
Sive general hospital. Salary open. Write 
or call Inez Johnson, Dietitian, Alachua 
General Hospital, Gainesville, Florida. 


OUR 63rd YEAR 


WOODWARD 


FORMERLY AJNOES 


V.Wabash-Chieago, 


Teiepnone RAnaoipn 6-3082 


ADMINISTRATORS: (a) Med; responsi- 
ble to Commussioner; 650 bd (expndg to 
800), fully-apprvd hsp; around $14,500; E. 
(b) 2 vol, genl, JCAH hsps, 250 bds com- 


bined—100 bd expansion prog soon; very, 


cooperative Board; Catholic community; 
attrac twn, 35,000; MW. (c) Able take chge 
bldg prog, 225 bd hsp & sevl med blidgs; 
oppor $20,000; excl pot-ntial; So. Calif. (d) 
Very lge, genl hsp, affil 3 impor med schls; 
reorganization prog; report dir to Med Dir 
whose primary function is prof aspects of 
operation; about $13,000 poss more; E.. (e) 
Excl, 300 bd, (increas’g 70 bds), genl, vol, 
fully- apprvd es about $15,000 start; Los 
Angeles area. (f) New hsp being built, 
200 beds, increas’g 350 beds; about $15,000; 
nr lge city, MW. (g) 275 bd, genl, JCAH 
hsp; to $15,C00; Central Calif. (h) 220 bd, 
genl, county, fully-apprvd hsp; $9-11,000 
yr; city 300,000, MW. (i) Sml, genl, pri- 
vately-owned hsp: rr Beverly Hills, Calif. 
(j) 125 bd hsp in plann’g stage; resort area, 
So. Atlantic. 


ASSISTANT ADMINISTRATORS: (k) 200 
bd, genl, city hosp; area, 
Calif. (1) 200 bd, gerfl, long-estab’d hsp; 
report dir to top Adm, (ACHA); 
schl city, E 


ADMINISTRATIVE POSTS: (m) Comp- 
troller; 200 bd, genl hsp; $10,000; Calif. (n) 
Personnel Adm; also take ore. publ rels 
prog; 150 bd, genl, vol, hsp; to 
$6,500; nr lge univ city, MW. 


nr med 


A & G MEDICAL PERSONNEL AGENCY 
834 Second Street 


Lancaster, Pennsylvania 


MEDICAL TECHNOLOGISTS: 2 reg. at 
starting salary $375; 44 hrs. Mich. 


MEDICAL ANESTHETIST: Cert by Board; 
2 yrs practice following res; will be Chief 
of Service; very nice oppor. Va. 


NURSES: (a) Ob Supvsr; (b) NA Instruc- 
tor; (c) Med-Surg. Clin. Inst. sal open; 


Minn: (d) OR Nurse; 5 da wk; $400 mo. 


(e) Dir. of Nurses; salary open; 
N.H.; (f) Anes. upper N. Y. $4500. 


MEDICAL RECORDS LIBRARIAN: Chief; 


A & G MEDICAL PERSONNEL AGCY. (cont'd) 


100 bed & expansion; sal open; Ill; Head 
of Dept; sal open; 220 beds; Ohio 


ADMINISTRATIVE: (a) Adm. M. D. or 
lay; hsp ment. dis; 500 beds; M-w loc; sal 
open; (b) Asst. Med. Dir. Hawaii; beg 
sal $833 mo. fully furn home/other per- 
quisites; excell oppor. (c) Pathologist; 
near Chicago; hsp serving 11 communi- 
ties; percent. basis; (d) Executive Hskpr; 
m or f; 237 beds; 400 personnel; excell sal; 
Ohio; (e) Med. Social Worker; sal open; 
well organized program; Ohio. 


THE MEDICAL BUREAU 
M. Burneice Larson, Director 
900 North Michigan Ave. 


Chicago 11, Illinois 


To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an asso- 
ciate, or the institution reorganizing or 
augmenting its staff. Burneice Larson of- 
fers the services of The Medical Bureau. 
All negotiations strictly confidential. Op- 
ortunities in all parts of America, includ- 
ing countries outside continental United 
States. Please note our descriptions of op-. 
portunities in the first issue of each month 
= — Write us please for further 
etai 


POSITIONS WANTED 


MEDICAL DIRECTOR-DIRECTOR OF 
MEDICAL EDUCATION: fifty-two. Irish 
Catholic. Graduate Western Reserve. Four 
years residency. Board eligible internist. 
Fifteen years family physician. Healthy. 
Seven children. Many years experience, 
Graduate training interns and practi- 
tioners. Presently in Northern Ohio. Ad- 
dress HOSPITALS, Box I-87. 


ADMINISTRATOR: 32 presently employed 
in JCAH approved hospital, desires change 
to large hospital, location not a factor. Ex- 
tensive successful hospital experiences in 
all phases, and organization. Will consider 
position of Assistant with possibilities. Wife 
is presently employed as Chief Nurse An- 
esthetist. Address HOSPITALS, Box I-88. 


PURCHASING AGENT: Twenty years of 
experience in teaching hospital in all phases 
of hospital buying. Prefers south but all 
locations will be considered. Address Box 
I-89 HOSPITALS. 


OUR 63rd YEAR 


WOOD WAR 


FORMERLY AZNOES 


185 \.Wabash-Chicago, IIL. 


Telephone RAndolph 6-5682 


ADMINISTRATOR: Member AHA, ACHA; 
2 yrs, Adm Asst; then 3% yrs, Asst Dir, 
350 bd hsp; presently Adm, 125 bd hsp; 
seeks adm, Irgr (200 bd-up) hsp; prefers 
East; M.S., Hosp Adm. 


ASSISTANT ADMINISTRATOR: AHA; 
BA, bus adm; , hsp adm; 10 mos, med 
serv & purchasg, 750 bd, JCAH hsp; seeks 
asst adm position, hsp 100 bds & Up: Age 
26; prefers So., Southwest, Pac N 


RADIOLOGIST: AOA; res completed, im- 
por univ hsp; 1 yr, priv pract, diag & ther; 
prefers hsp appt; twn 100,000 up; taking 
Part I; middle 30’s. ; 


PATHOLOGIST: Certified, Anat; Bd. Elig, 
Clin Path; rotating internshp, 1500 bd, genl 
hsp; 3 yrs, Mayo fellow: Surg Path, Post- 
Mortem, Clin Path; 1 yr, instructor, Path, 
State Univ; 1 yr, Path, 125 bd hsp; AOA. 
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TRAVENOL LABORATORIES, INC. 


morton grove, illinois 
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SOLUBLE B VITAMINS with C and B,. 


INCERT® vial for I.V. solutions 


This newest addition to the INCERT® family of ‘‘closed 
system” additives makes available essential components 
of the B complex, plus vitamin C and B,,. for routine 
parenteral administration. | 


No needles, ampules or syringes to fuss with. Simply 
reconstitute the lyophilized mixture in the INCERT vial 
by pumping fluid from the solution bottle ... pump the 
mixture back into solution bottle. ..and it’s ready for 
administration. 


Clinical reports'-?.3 suggest that large doses of vitamin 
C are beneficial in decreasing the incidence of post-trau- 
matic and postoperative shock, in improving wound heal- 
ing and in hastening the healing of extensive burns. 


Vitamin B,2 has been suggested as an adjunct to therapy 
in the elderly patient undergoing operation or any other 
severe stress‘ and for use in the prevention of depressed 
hemopoiesis and disturbed enzyme activity which may 
occur during severe illness, following burns, after radia- 
tion therapy, or in certain pathologic states. 


Complete information on the Incert System available 
upon request. 


pharmaceutical products division of 


BAXTER LABORATORIES, INC. 


¥ 
C1000 with 


University 
313 North First Street 


EFFECTIVE AGAINST 
MOST STRAINS 
STAPHYLOCOCCI 


LOROMYCETI 


COMBATS MOST 
CLINICALLY IMPORTANT 


PATHOGENS 


IN VITRO SENSITIVITY OF PATHOGENIC STAPHYLOCOCCI TO CHLOROMYCETIN AND TO ANOTHER WIDELY USED 
BROAD-SPECTRUM ANTIBIOTIC FOR 1958, 1957, and 1955° 


1958 (200 STRAINS) 


CHLOROMYCETIN 90.5% 


ANTIBIOTIC A 37.5% 


1957 (200 STRAINS) 


CHLOROMYCETIN 94.0% 


ANTIBIOTIC A 61.0% 


1955 (42 TO 103 STRAINS) 
CHLOROMYCETIN 98.0% 


ANTIBIOTIC A 69.5% 
60 100 


0 20 40 


*Adapted from Holloway, W. J., & Scott, E. G.: Delaware M. J. 30: 175, 1958. 
In this study CHLOROMYCETIN and Antibiotic A were used in identical strengths of 5 mcg. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, including Kapseals® 
of 250 mg., in bottles of 16 vem 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood Aeonente have been associated 
with its administration, it should not be mood indiscriminately or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the patient requires prolonged or inter- 
mittent 


$ IP): PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN 
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